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Physiology of the Aging Skin 


ALLAN L. Lorincz, M.D., CHicaco 


he skin changes so conspicuously with the 

passage of time that its appearance has be- 
come an essentially universal standard by which 
a person's age is estimated, This point is amply 
supported by the vast effort and fortune ex- 
pended on cosmetics to mask these changes or 
even to try wishfully to halt or reverse them. 

In considering the factors that bring about 
the cutaneous appearance of aging, the changes 
produced in exposed areas by sunlight or weath- 
ering should be distinguished from the senile 
changes that can be observed in areas normally 
covered by clothing. The changes produced in 
weatherbeaten areas depend scarcely upon the 
passage of (1) the total 
amount of radiant energy in the sunburn range 
3.100 Ang- 


stroms which bas impinged on the skin, and on 


time but rather on 


of wave-lengths between 2,800 and 


(2) genetic factors that determine the skin’s sus- 
ceptibility or resistance to the damaging effects of 
such radiation. In general the melanin content 
and thickness of the horny layer of the skin are 
the chief protectors against solar injury. Fair- 
skinned persons tend to be primarily deficient 
not only in these factors but in their ability to 
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respond to solar exposure by augmentation of 
these defenses. 

Genetic predisposition to solar cutaneous in- 
jury is strikingly illustrated by xeroderma pig- 
mentosum.! In this recessively inherited disor- 
der, even few moderate exposures to sunlight can 
lead to the development in early childhood of all 
of the changes characteristic of chronic cutaneous 
solar injury. The basic physiological or biochem- 
ical mechanisms behind the spectacularly height- 
ened susceptibility to solar injury remain un- 
known. 

Chronically weatherbeaten skin is character- 
ized primarily by degenerative changes in the 
subpapillary connective tissue. Although these 
changes are more properly termed solar elastosis, 
they frequently are called senile elastosis. His- 
tologic study of the affected connective tissue, 
by conventional? as well as electron microscopy® 
shows it to be interspersed with narrow, elon- 
gated, tortuous, relatively basophilic, degenerate, 
collagen fibers. These fibers have many of the 
staining characteristics of elastic fibers and in 
contrast to normal collagen, are susceptible to 
tryptic digestion. — 

Skin showing a severe degree of solar elastosis 
is grossly inelastic and slightly yellowish and 
develops permanent wrinkles readily. There gen- 
erally is accompanying telangiectasia of super- 
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ficial blood vessels, atrophy of the dermal papil- 
lae, and flattening of the epidermis with relative 
thickening of its horny laver. Pigmentary changes 
in the form of so-called senile freckles and speck- 
led areas of depigmentation also may appear. 
Finally, premalignant keratoses and various ma- 
lignant neoplasms tend to develop multicentrical- 
ly in such degenerated weatherbeaten skin. 

As concerns aging of nonexposed skin, our 
knowledge about the changes that take place is 
for the most part descriptive. Understanding of 
the etiologic mechanisms still remains to be de- 
veloped along with solutions to the larger gen- 
eral biological problems of aging. No answers 
have been given to the simple questions of to 
what degree cutaneous aging is intrinsically de- 
termined by the genetic and environmental his- 
tory of the skin itself, or to what degree such ag- 
ing is secondary to vascular, endocrine, or other 
senile changes in the individual as a whole. Some 
preliminary experiments with serial homograft- 
ing of skin to young hosts in inbred strains of 
mice have been attempted‘ and degenerative 
changes are rumored to have occurred in such 
repeatedly grafted skin. Whether such changes 
can be interpreted as being simply the result of 


aging cannot be properly evaluated not only be- 


cause the cutaneous aging process is poorly de- 
fined in mice, but also because it is hard to assess 
the possible role in producing the observed 
changes played by trauma incidental to the re- 
peated grafting procedures. Perhaps when the 
homograft problem becomes solved this question 
of the degree of cutaneous intrinsicity of aging 
in man can be answered satisfactorily. 

The surface of nonweathered senile human 
skin is grossly more finely wrinkled, dry, and 
shiny than that of young skin. Upon pinching 
such senile skin into a fold it generally feels 
thinner and lacks the elasticity and turgor of 
normal skin. This lack of elasticity, coupled fre- 
quently with a reduction in subcutaneous fat, 
results in redundancy and coarse folding. Such 
increased coarse folding particularly appears 
about flexures and the facial muscles of expres- 
sion. Numerous attempts have been made to 
measure objectively the changes in mechanical 
properties of aging skin. Schade as early as 
1912 devised an elastometer by which he could 
demonstrate that both the extent and rate of 
indentation and rebound of the skin following 
application of a weighted metal knob decreased 
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with advancing age.” More recently, Dick studic | 
the mechanical properties of excised pieces 
skin and pointed out that normally skin is fitt 
over the underlying tissues in a somewh: | 
stretched state because of the shrinkage in ari 
that can be observed upon excision of a spe 
men.°*4yIn elderly persons, this initial tension 


diminished markedly, especially in areas whe» 


elastic tissue is normally abundant, such as t] 
lateral thighs. A decrease in elastic fibers a 
pears to correlate with this initial laxity of seni 
skin. However, as the deforming force increase-. 
senile skin offers greater resistance than youth 
ful skin. This resistance to stronger stretchin; 
forces is a function of the collagen and it ha- 
been suggested that increased intertwining © 
such fibers, possibly resulting from the decreas 
in ground substance between them, may account 
for the reduced extensibility and increased ten 
sile strength of elderly skin.’ 

The superficial atrophic appearance and fine 
wrinkling of senile skin is apparently more de 
pendent upon the flattening or atrophy of the 
dermal papillae than upon reduction of epider- 
mal thickness or its reproductive ability. In fact, 
there is good evidence that epidermal mitoti: 
indices actually may increase with advancing 
Years.” A conspicuous feature of the atrophy of 
dermal papillae in senile skin is loss of the deli- 
cate elastic fibers that radiate from the papillae 
toward the epidermis." 

In general, aging seems to modify the epider- 
mis and its various functions, including keratin- 
ization and pigment formation, much less than 
the dermis and the cutaneous appendages. With 
advancing age, the amorphous ground substance 
of the dermis decreases while collagen fibers in- 
crease, and the mucopolysaccharide-containing. 
PAS-positive so-called basement membranes be- 
tween epithelial and endothelial structures and 
their connective tissue stromata, become more 
conspicuous." It has even been suggested that 
the prominent subepidermal membrane in senile 
skin deserves the name, senile stria.? 

Although the cornified surface of very senile 
skin tends to be excessively dry and particularly 
susceptible to superficial fissuring or chapping, 
there is some evidence that the total water con- 
tent of such skin may actually be increased.'* Tt 
is mainly the horny layer that becomes dehy- 
drated and brittle in large measure as a result. of 
diminished water-holding capacity secondary— 
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at ‘vast, in part—to reduced sebum and sweat 
formation. 
Videspread involution of sebaceous glands, 
will consequent deficient sebum production, oc- 
curs postmenopausally in women and consider- 
abiv later, in about the 70’s, in men. Apparently 
loss of gonadal endocrine factors that stimulate 
sehacecous glands—namely, progesterone in wom- 
en and androgens in men—account largely for 
this sebaceous involution.** A curious paradox is 
the occasional occurrence of striking, isolated hy- 
perplasia of a few facial sebaceous glands in 
senile skin, giant Comedos, and even rather pro- 
nounced facial seborrhea. These paradoxical ef- 
fects may be explained either on the basis of local 
drops in sebaceous glandular thresholds to endo- 
rine stimulation, or on 
normal inhibition on output of pituitary sebo- 
tropic factor either by degenerative midbrain 
changes or by means analogous to the manner 
in Which increased output of gonadotropins oc- 
curs during senescence.!® 
Sweat secretion diminishes gradually with 
senescence and this reduction becomes particu- 
larly pronounced in both sexes after the age of 
falls off and 
more sharply than eccrine secretion. Senile sweat 


70.22 Apocrine secretion earlier 
glands, when stimulated by pharmacological or 
physiological means, become active more slowly 
and are more easily exhausted upon such stimu- 
lation. The sodium content of senile sweat, par- 
ticularly in men, may be very low or absent. 
There is a general tendency toward diminu- 
tion of body and scalp hair with aging although 


paradoxically a few coarse, wild hairs may de- 


velop sparsely on the scalp and elsewhere about 
the head. Axillary hair is commonly lost in old 
age and such loss commences earlier and is more 
pronounced in women, no doubt as a result of 
the rather sudden cessation of gonadal activity 
which occurs in them. Pubie hair also dimin- 
ishes in old age, though often less conspicuously 
than does axillary hair. In addition, physical 
studies have shown that the thickness, lengthen- 
ing capacity, and resistance to breaking traction 
of senile hair all diminish, whereas resistance to 
breakage by torsion increases.’* 

With senescence, nail growth rates strikingly 
diminish to about equal levels in both sexes. This 
is in contrast to the normally more rapid nail 
growth in young men as compared with that in 


young women. 
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The graying of hair is popularly associated 
with senescence. The time of its onset, however, 
is much dependent on genetic factors. In very 
old persons, melanogenesis in pigmented nevi 
also may cease. There is some evidence to suggest 
that the physiological reduction of melanogenesis 
as it occurs in ordinary graying is based on an, 
actual disappearance or loss of melanocytes from 
the germinative epithelium of the affected hatr 
follicles. 

Small blood vessel fragility in senile skin 
tends to be increased and is based primarily upon 
degenerative changes in the supporting connec- 
tive tissue surrounding such vessels. Senile pur- 
pura is a particularly striking manifestation of 
this phenomenon and occurs especially on the 
dorsal distal halves of the upper extremities in 
association with severe solar elastosis.** 

Vasomotor responses to temperature changes 
in aged skin are sluggish. Frostbite in particular 
might thus occur more readily in such skin. 

Senile skin further shows an enhanced diffusa- 
bility of substances injected into its dermis as 
well as a greater susceptibility to the enhance- 
ment of the spreading that can be brought about 
by hyaluronidase.?? The implications of these 
observations are obvious, in regard to the spread 
of infections such as erysipelas. 

In extreme old age, the reactivity of the skin 
to inflammatory stimulti—such as applications 
of adhesive tape or formalin, injections of bac- 
terial toxins, and ultraviolet irradiation gener- 
ally is more readily elicited even though the 
intensities and durations of the reactions may be 
diminished.** 

In summary, senile skin can be viewed physi- 
ologically as having generally reduced home- 
ostatic faculties and greater vulnerability to in- 
jury. 

Finally, I would like to consider briefly the 
effects of applications of sex hormones to senile 
skin. For practical purposes, such applications 
of currently marketed estrogen and progesterone 
preparations have entirely negligible rejuvenat- 
ing effects on such skin. At best, a trifling in- 
crease in hydration of the very superficial atro- 
phic papillae of the senile dermis can be achieved 
if the amounts of sex hormones applied are re- 
stricted to the point where systemic effects are 
not produced. As conspicuous senile changes in 
the facial skin, especially loss of elasticity and 
associated coarse permanent wrinkling, are in- 
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evitable, even though protection from weathering 
may prevent their premature appearance, the 
wise policy is to accept fate rather than smear 
on essentially useless and expensive hormone 
creams. Try to keep the pattern of facial wrin- 
kling in a pleasant or character-rich distribution 
by keeping the facial expression predominantly 
that way. 
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The basic research professor 


A third type of M.D. is the basic research 


scientist. His business is scientific discover- 


ies — not treating private patients. One of 
his principal rewards lies in being first to an- 
nounce a new discovery. You may say that he 
plays an adult game of treasure hunting. Fur- 
thermore, his success in obtaining the continuing 
flow of grants by which his laboratory is financed 
depends on his public relations with the commit- 
tee members of the granting agencies whose suc- 
cess in raising (publicly donated) funds also de- 
pends on publicity in large degree. Careful sci- 
entists do not stick their necks out by announc- 
ing discoveries of which they are not reasonably 
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certain, only to gain publicity. On the other 
hand, we know also there is no final, perfect 
truth in science. There is only approximate or 
relative truth. The scientist who insists on some 
impossible standard of scientific perfection be- 
fore publishing his results probably will never be 
first to announce anything. Especially will this 
be so if he adopts the policy that he will publish 
nothing until his idea has been developed to the 
point where it is medically useful. Perhaps Men- 
del followed some such rule. In any case the fact 
that his work received no real publicity when 
first announced allowed it to be overlooked for 
50 years by the main body of science. Joseph W. 
Still, M.D. Medical News and Public Relations. 
Pennsylvania M.J. Nov. 1959. 
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Common Skin Diseases of the Aged 


W. N. SLINGER, M.D., ROCKFORD 


he saddest thing about old age is that its fu- 
ture is behind it. — Santiago Ramon y Cajal. 

This comment is a literary gem, but Ramon 
y Cajal, a Spanish histologist, did not win the 
Nobel Prize in literature. He won it for medi- 


cine, in 1906, 


I like to believe that in this remark, he was 
referring to the characteristic degeneration 
wrought by the inevitable process of aging. As 
a dermatologist, I translate this degeneration to 
the skin, which falls prey to aging as readily as 

or more readily than the other organ svs- 
tems. These now unpreventable changes are seen 
in the skin as thinning, shininess, fine wrinkles, 
scaliness, pigmentary mottling, loss of hair, re- 


dundancy, and a variety of small tumors. 


Women, for obvious reasons, recognize the 
approach of senescence earlier than men. The first 
facial wrinkles, the first gray hairs, fading of 
complexion, and change of bodily contours are 
noticed apprehensively. The average woman may 
not care, but there seems to be some truth in the 
adage that wrinkles, if due to age, are fine; if 
due to habit, they are coarse. One reason is that 
coarse Wrinkles may result over the muscles of 
expression as a genetic characteristic or deep 
furrows may develop in relation to loss of sub- 
cutaneous fat or degree of hydration. Fine 
wrinkles usually are produced by actual atrophy 
of the dermal papillae and thinning or flattening 
of the epidermis. Fine wrinkles increase steadily 


with age. 


In the clinical evaluation of the aged skin, it 
is important to determine what changes have 
resulted from chronic exposure to sunlight and 
weather, and what changes have resulted from 
the aging process. We must examine thoroughly 
the covered portion of the body, because it is 
Presented before Section on Dermatology, Illinois 
State Medical Society, 119th Annual Meeting, May 
21, 1959. 
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only in unexposed areas that truly senile skin 
can be diagnosed. 

We all recognize the premature aging of the 
skin of the farmer’s face and hands. Wrinkling, 
atrophy, splotchy pigment distribution, kera- 
toses, and frank carcinomas constitute the usual 
cutaneous picture. Yet in this same farmer, the 
covered skin of the body often is completely free 
from degenerative changes of any sort. 

After deciding to what degree the cutaneous 
degeneration is produced by exposure and what 
is produced solely by aging, we next consider 
genetic factors. The skin’s texture and depth of 
color, in an individual or in a racial group, are 
of great importance in determining the skin’s 
resistance to the damaging influences of environ- 
ment. 

Peoples of Scandinavian, Teutonic, and Anglo- 
Saxon descent are ill-equipped, skinwise, to with- 
stand degeneration sequellae from chronic ae- 
tinic exposure. These fair-skinned peoples are 
deficient in two respects: the horny layer of the 
epidermis is too thin for adequate protection 
against sunlight, and the amount of pigment, or 
melanin |the second screen] in the basal layer 
is too sparse. However, in certain individuals 
there is a rapid response to sunburn by a com- 
pensatory hyperkeratosis and hyperpigmenta- 
tion, which protects the skin from further dam- 
age. 

The enormous size of the cosmetic industry 
emphasizes, as nothing else can, the general pub- 
lic interest in preserving youthful skin. Unfor- 
tunately, neither cosmetic products nor the medi- 
cal specialty of dermatology can rejuvenate the 
skin changes that occur with advancing age. In 
recent vears, there has been a flurry of claims 
for the use of hormone creams. With the excep- 
tion of some evidence-of local tissue hydration 
after application of the estrogen-containing 
creams, there seems to be no effect, beneficial 
or otherwise. Most of us oppose the use of such 
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creams, and will continue to oppose their use, 
until we know that the percutaneous absorption 
is negligible even with excessive use. There prob- 
ably is little danger of estrogen toxicity from 
average or recommended use; but who knows 
the zealousness of application that might be at- 
tained by a woman determined to achieve a rapid 
return to youth? 

The primary concern of the clinician is not 
the rejuvenation of aged skin, but proper diag- 
nosis of the presenting symptoms and alleviation 
of distress. 

The aged or senile skin is subject to all the 
skin diseases that affect voung adults. Recogni- 
tion and treatment of these conditions is much 
the same regardless of the degree of senility. 
Nevertheless, a few conditions occur so Ccommon- 
lv in the aging skin, special attention and dis- 
cussion are warranted. 


Pruritus 

Of all the infirmities inherent in the aged, 
itching is certainly the most annoving. It also is 
the most common. A few vears ago, Zakon and 
co-workers made a survey of skin complaints and 
diseases at a home for the aged. They reported 
that 42 per cent of the residents complained of 
itching. 

A patient frequently observed is the elderly 
man who complains of generalized pruritus with- 
out apparent skin lesions. His skin is dry but 
not necessarily in the extreme. [t shows the usual 
thinning and atrophy of age and some scattered 
excoriations. Because the clinical picture is a 
common one, it is too often lightly dismissed as 
senile pruritus. Actually, it is doubtful whether 
senility of the skin, per se, ever results in pruri- 
tus. Most frequently the itching follows (1) ex- 
ternal irritations or (2) internal disease. 

External irritation results from an acquired 
dryness usually associated with winter weather 
as low temperatures allow a poor skin spreading 
of sebum: from too frequent bathing: and from 
contact with itch-provoking garments such as 
wools. 

Internal diseases that may induce skin itching 
without primary lesion are numerous. Arterio- 
sclerosis probably is the most common. It is well 
to examine the patient with particular reference 
to diseases of the blood, lymph nodes, liver, and 
kidneys. Generalized pruritus may be the first 
svmptom of hepatitis, leukemia, diabetes, nephri- 
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tis, tuberculosis, carcinoma, or lymphoblastoi a. 
To add to the confusion, early mental degene a- 
tion or disease often seems to be accompanied 
itching of this type. 

Generally, pruritus which occurs during te 
winter months and is associated with dryn 
and woolen clothing, responds well to conser 
tive treatment. This includes less frequent bat 
ing, avoiding temperature changes and wool 
clothing, and the use of bland local creams. 
after a two week period, pruritus is not improv. 
by these methods, then a search for an under] 
ing disease must be made. This can be done on y 
through a series of laboratory examinations. 


Senile Purpura 

This condition is more dependent upon old 
age than upon exposure. It was first described 
over 100 years ago. It is common but seems to 
receive little attention in our literature, 

According to Tattersall and Seville, the condi- 
tion is not found in anyone under the age of 60° 
Yet I believe ve seen it occasionally in persons 
in their 40°s. The incidence rises from two per 
cent in the seventh decade of life to 25 per cent 
in the tenth decade. The lesions may be petechial 
or ecchymotic: of wide or limited distribution; 
and spontaneous or induced by friction, pressure, 
or other trauma. 

Most commonly the hemorrhages occur on the 
extremities, but they may develop in other areas, 
even the conjunctival surface. Mucous membrane 
lesions are rare, The purpuric color fades grad- 
ually to leave diffusely mottled areas of vellow- 
ish brown pigmentation. The skin is almost al- 
Ways extremely thin, brittle, and transparent. 

Senile purpura is difficult to explain. There 
is no increased incidence of cardiovascular or 
hypertensive disease. No abnormality in vitamin 
C metabolism or excretion can be demonstrated 
when checked by saturation tests. Furthermore, 


the purpuric condition does not improve through 


the administration of vitamin C. Bleeding and 
clotting times and capillary resistance tests are 
normal. I have never seen an associated blood 
disorder in any patient with senile purpura. The 
importance of this disease lies in the extreme 
fragility of the skin rather than the purpura per 
se. I’ve seen a laceration produced by the pres- 
sure of the blunt undersurface of a bandage scis- 
sors. The resulting abrasion or fracture of the 


skin from such minor trauma is slow to heal and 
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ofien persists as a recaleitrant ulcer, particularly 


on the legs. 


Stasis Dermatitis 
\cute and chronic eczematous dermatitis of 
ihe leg is a common disease of the elderly. Most 
ofien it is associated with edema-producing con- 
ditions, especially varicose veins and chronic 
episodic phlebitis. he dermatitis may exist in 
varving degrees of severity for vears with or 
without development of an ulcer, Contrarily, leg 
ulcers may occur with the presence of edema 
and continue for years without eczematization 
of the surrounding skin.. Nevertheless, is most 
patients these two go hand in hand. 
~ Frequently one sees an auto-eczematization 
phenomenon, with an eczematous eruption devel- 
oping on the patient's skin elsewhere than on the 
legs. ‘This secondary eruption usually is morbil- 
liform or lichenoid, and quite pruritic. It may 
occur on the trunk, arms, or even the neck and 
face. Occasionally the disorder is generalized, 
regardless of form, It may occur suddenly—al- 
most explosively—accompanied by severe itching, 
chills, fever, malaise, lymphademopathy, and, oc- 


casionally, splenic enlargement. 


Eczemas 

Many practicing dermatologists are of the 
opinion that allergic eczematous dermatitis of 
the contact type is less common in the old person 
and the infant than in persons of other ages. 
Assuming this to be true, which I do, we still 
must acknowledge other types of ecezemas that 
seem more common in the old than in the young. 
Examples are the eczematous dermatitis sur- 
rounding a leg uleer, which we have just talked 
about. and the infectious eezematous dermatitis 
that develops in or about areas of acute or chron- 
ic suppurative lesions, such as ulcers and drain- 
ing lesions. 

Because of the auto-sensitization phenomenon, 
eezematous eruptions of this type tend to be par- 
ticularly sensitive to medication administered 
either topically or internally. Overtreatment der- 
matitis is easily produced by ill advised oint- 
ments and home remedies, 


Genital Lesions 

There has been much controversy in recent 
years over the terminology applied to genital 
lesions. Most of the dissatisfaction has been with 
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the term, kraurosis vulvae, which has been and 
remains confusing because it is a catch-all. In 
short, it is used too frequently to describe a num- 
her of quite different conditions. 

Darier defined kraurosis, translated by 


as 
Montgomery, as follows: “Kraurosis should be 
restricted to a sclerosing, progressive atrophy of 
the mucocutaneous teguments of the vulva, lead- 
ing gradually to stenosis of the vaginal orifice, 
the frenulum, 
and clitoris, and flattening of the labia majora.’” 


disappearance of labia minora, 
If the term kraurosis is reserved for this condi- 
tion, few objections will be heard. However, this 
condition, as described, must be extremely rare, 
for | have never seen it nor have many ot my 
colleagues—men with far more extensive experi- 
ence than mine, 

Nevertheless, four common conditions of the 
vulval tissues should be considered. First, there 
ix simple senile atrophy of the skin and mucous 
membranes; the skin is very thin and dry and 
occasionally vitiliginous. Second, there is local- 
ized neurodermatitis, or chronic lichenoid der- 
matitis as some prefer to eall it. This condition 
is not confined to the elderly, but occurs at all 
ages. It may follow an acute cutaneous eruption 
of the vulval or perineal tissue. such as monilia- 
sis or contact dermatitis: or it may develop as 
pruritic lichenified plaques, perhaps of psychoso- 
inatie cause, Occasionally, areas of localized neu- 

rodermatitis can be found superimposed on a 
cutaneous base of senile atrophy. 

The third condition is leucoplakie vulvitis. 
This is strictly a hypertrophic process, whether 
it occurs in the oral cavity or on the genital tis- 
sues. Of this group of vulval changes, only 
leucoplakia is precancerous. The incidence of 
malignant changes has been variously reported 
from 20 to 50 per cent. Leucoplakia most often 

“appears near the clitoris and the inner surfaces 
of the labia minora. It occurs as single or multi- 
ple plaques, and, less frequently, as a, diffuse 
involvement of the vulva and perineum. The 
perianal area is seldom involved. From the stand- 


point of accurate diagnosis, leucoplakia, hyper- 


trophic dermatitis, and senile atrophy may oceur 


at the same time. 
The 


atrophicus, which dermatologists have recognized 


fourth condition is lichen sclerosus et 
as an entity for many years. This condition is 


characterized by whitish, flat-topped papules that 
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may be elevated to some degree. The surface of 
the papules is smooth and shining, and usually 
reveals one to several black dots or comedo-like 
plugs. Microscopically, the dots are really kera- 
totic plugs in the sweat pore orifices. Often, but 
not always, there are hemorrhagic vesicles, par- 
ticularly in the vulval lesions. Atrophy soon fol- 
lows the papular stage, and a parchment-like 
wrinkling with loss of pigment becomes the pri- 
mary characteristic. Subjective symptoms are 
varied. Some patients experience severe itching, 
and others none at all. The condition occurs 
more commonly among women than among men. 
It develops usually as a genital lesion in young 
girls from ages 2 to 6. 

It is not unusual to see this disease undergo 
spontaneous involution in children and occasion- 
ally even in an elderly patient. The disease can 


Iron needs 

Well documented evidence reveals that the av- 
erage American woman has a dietary iron in- 
take of 12 to 15 mg. per day. Of this amount, 
some 10 per cent (1.2 to 1.5 mg. per day) can 
be absorbed and utilized. Daily losses, exclusive 
of menses, pregnancy, or lactation, amount to 
1 mg. or less. Hence, she is easily able to main- 
tain iron balance. 

During pregnancy, fetal and maternal de- 
mands for iron are increased but so is the moth- 
er’s ability to absorb this nutrient. Evidence in- 
dicates that during the third trimester of preg- 
nancy from 3.6 to 4.5 mg. of iron per day may 
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start anywhere on the body. Common sites, oth: r 
than the genital area, are the upper portions — { 
the trunk, neck, arms, and forearms. 

The importance of this group of vulval lesioi 
in my opinion, lies in the fact that only one . 
the diseases, leucoplakia, is frankly precanceroi 
It seems imperative, if needless and therefo 
useless surgery is to be prevented, that the cha 
acteristics of each of these diseases become better 
known and recognized by physicians other tha: 


dermatologists. 
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be absorbed from a dietary intake of 12 to 15 
mg. As a result, in the absence of complicating 


blood loss during pregnancy, delivery, or post- 


partum, iron deficiency anemia does not develop 
in a normal pregnant woman. The usually ac- 
cepted amount of menstrual blood loss is from 
35 to 70 ml. per period, which is equivalent to 
14 to 28 mg. of iron per menses. To meet this 
normal loss the woman needs an additional 0.5 to 
1.0 mg. of iron per day to maintain a constant 
level of hemoglobin, William J. McGanity, M.D. 
and Richard O. Cannon, M.D. Tron Deficiency 
in Gynecologic Patients. Am. J. Clin. Nutrition 
Nov.-Dec. 1959. 
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Treatment of 








Hivuiarp M. Suair, M.D., Quincy 


wPihe Great Rule of Dermatological Therapy” 

of our student days advised us to apply 
calamine lotion to an acute dermatosis and tar 
to a chronic one. This rule was considered suf- 
ficient armament for the voung physician to 
battle the 500 skin diseases in his textbook. The 
rule is not a bad one, but it applies poorly in 
treating the skin of the aged. Both preparations 
are too astringent for any but short-term use on 
drv and easily cracked skin. 

ven the nondiseased aged skin needs some- 
thing to relieve dryness, to prevent cracking, to 
increase suppleness, and perhaps to retard or 
relieve wrinkling. Think of the profusion of day 
creams, night creams, hormone creams, and anti- 
wrinkle creams offered the aging female. Though 
these products are overtouted, sometimes to the 
point of downright prevarication, they fill a defi- 
nite need, 

The evidence that water is the only plasticizer 
of keratin does not mean that water will give 
aged skin the relief it needs. For moisture to be 
retained by keratin, an application of grease in 
some form is necessary to retard evaporation. 
Hundreds of items are available for the manu- 
facture of creams, varying from turtle oil and 
spermaceti to synthetic hormones and complex 
wetting agents. It is not necessary to know all 
of these or even about water in oil emulsions to 
give advice on skin lubrication. 

Plain oils and fats still have their place as 
emollients of the skin. Old-fashioned goose grease 
is an excellent skin softener. One of my little 
bovs dumped a whole quart of it over himself 
and his skin shone for days. Lard and hydro- 
genated oil shortening will satisfy some patients. 
Corn oil is satisfactory. We often add 5 per cent 
Tween 80® to corn oil and use it as a soap 
substitute. 

From the Physicians and Surgeons Clinic, Quincy 

Presented at Section of Dermatology Illinois State 
Vedical Society, May 21, 1959. 
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the Skin of the Aged 













Usually more elegant preparations are pre- 
scribed. Eucerin®, which is Aquaphor® homo- 
genized with an equal amount of water, is a 
good example. It can be used with antipruritic 
and anti-inflammatory medications. 





Hydrocortisone 0.15 
Menthol 0.075 

Phenol 0.15 

Zine oxide 0.6 
Sismuth subnitrate 0.6 
Eucerin to make 30.0 


Wrinkling 

Reported success of treatment of wrinkling 
of the skin will probably not stand objective 
analysis. There is evidence that temporary im- 
provement is due to swelling of collagen. This 
is the claimed effect of estrogenic hormone 
creams. The slapping and massage techniques 
used by beauticians probably do the same. 

We use a grease called Protegin-X® (Gold- 
schmidt) which seems to do some good sub- 
jectively. Toilet lanolin and various lubricating 
creams also are worth suggesting to the patient. 
Some dermatologists report that fluorinated hy- 
drocortisone lotion is good for wrinkling around 
the eyes. For deep furrows, dermal abrasion and 
plastic surgery can be recommended. 


Hair and Scalp 


Most common of hair changes in the aged is 
grayness. Those who wish their hair recolored 
should have no difficulty in getting any desired 
shade. In case of allergy to hair dye, desensitiza- 
tion is not practical. If hair dye is a necessity, 
the patient can be pre-tested to dyes of other 
classes by patch testing. 

Male type alopecia in the female apparently 
is on the increase. Reports from distant places, 
such as Paris and New York, show that this is 
as true elsewhere as it is in downstate Illinois. 
We have used female sex hormone topically on 
the scalp for a number of years. Once daily the 
patient rubs in Premarin® lotion or an anti- 
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diethylstilbestrol has been added to 8 ounces of 
lotion. 





‘ 


Resorcinol acid 4.5, 


chloride 0.2)+, 


monoacetate 4.5, salicylic (mercuric 


glycerin 6.0, diluted isopropyl spiritus suf- 

ficent quantity to make 240.0 
+Omit the HgCl: for long term use. 

We have seen no objective cures. In some cases 
a few strands measure a cm. or more than they 
did the previous vear. The patient often is satis- 
fied by the effort made. 

The itching scalp of the aged, both male and 
female, often shows the thickening of lichen 
chronicus simplex. Superficial X-ray therapy is 
given over a period of four to six weeks, not ex- 
ceeding a total of 300 r. An antipruritic scalp 
lotion is prescribed to be used once or more 
daily. 


Menthol 0.3, 

Coal tar solution 8.0 

Salicylic acid 2.0 

Camphor water 45.0 

70% isopropyl spiritus q.s. ad 180.0. 

In resistant cases, a small amount of 20 per 
cent podophyllum resin in compound tincture of 
benzoin is painted on the worst spots once week- 
lv. Internal antipruritic medication often is pre- 
scribed as in senile pruritus. 


Keratoses and Leucoplakia 


(The treatment of benign and malignant neo- 
plasms of the skin of the aged is not included 
in this paper.) 

For small or thin keratoses no anesthetic is 
needed. After superficial curettement, lesions are 
painted lightly with liquefied trichloroacetic acid. 
A wisp of cotton is wrapped tightly over the 
point of a toothpick and wetted with liquefied 
trichloroacetic acid. Enough is applied to cause 
whitening. For thicker keratoses, a local anes- 
thetic solution is infiltrated intradermally be- 
neath the lesion. The lesion is then removed with 
a curet and painted with liquefied trichloroace- 
tic acid, electrodesicecated, or electrocauterized. 
Usually cure of the lesion may be achieved with- 
out a scar. 

Many textbooks and articles list gamma ray 
therapy from X-ray and radium sources as a 
method of choice in the treatment of keratoses. 
With this we cannot agree at all. The gamma 
ray dosage needed to destroy a keratosis may 
replace one troublesome or premalignant lesion 
with another—the radiation scar. 
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seborrheic scalp lotion to which 8 to 16 mg. of 


In the hands of those trained in its use, ¢ y- 
otherapy with solid carbon dioxide or liq) id 
nitrogen is satisfactory for keratoses. 

The benign lentigo or liver spot on the fae, 
hands, and forearms also can be treated by *he 
use of trichloroacetic acid or cryotherapy. It is 
not necessary in any of these lesions to achive 
cure on the basis of one sitting. There is }: ss 
chance of scarring if the patient is treated mil« ly 
at repeated intervals of a month or two. 

Leucoplaskia, both of the lip and intraoral 
If thick- 
ened, it should be removed under topical and 


mucosa, is similar to senile keratosis. 


local anesthesia with a curet and light eleetro- 
cauterization. Tobacco in any form (not forget- 
ting snuff dipping and tobacco chewing) should 
he prohibited. We have used a vitamin A and D 
ointment on the lips for vears without too deti 
nite evidence of 


intraoral 
and tongue leucoplakia, a buceal tablet of vita- 


its effectiveness. In 
min A of 75,000-unit strength used once daily 
really helps. 

Senile sebaceous of the face 
treated occasionally because of their appearance 
or biopsied to distinguish from basal cell epi- 
theliomata. Anesthesia with a cube of ice may be 


adenomata are 


sufficient for excision of the lesion with a sharp 
scalpel. In larger lesions, local anesthesia and 
light electrodesiccation are preferable. 
Senile Pruritus 
The itching of the elderly person can be ex- 
tremely distressing and disabling. In most cases, 
a fairly simple combination of internal and ex- 
ternal therapy gives relief. Baths with starch, 
oatmeal, or oil are useful. We suggest a quarter 
of a commercial package of laundry starch, such 
as Linit or Argo, plus two tablespoonfuls of 
corn oil in the tub. Since the addition of starch 
and oil to the bath water increases the possibility 
of slipping, the patient should be attended in the 
bath. After the bath, apply an oily application, 
such as the Nivea® skin oil with 1g of 1 per cent 
menthol and 1 per cent salicylic acid. Anti-itch 
tablets usually are helpful. The most commonly 
prescribed medication and sometimes remark- 
ably effective is Temaril® in the form of 2.5 
mg. tablets, to be taken one of four daily. Often. 
however, a 5 grain aspirin tablet is as effective or 
even more so than Temaril. Benadryl®, Pyriben- 
zamine®, or Atarax®. Male sex hormone is given 
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in -amuscularly. We give Depo® testosterone, 25 
mye. once weekly, or 100 mg. once a month. | 
heen assured that this dosage will not stimu- 
jae latent prostatic carcinoma into activity. A 
mi\ture of estrogenic hormones and male sex 
hormone may be preferred, In the wintertime, 
the patient also is advised to increase the humid- 
ity of his home, to avoid wool against his skin, 


an if he can afford it to go to Florida. 


Perleche 


Cracked, infected, eczematized skin at the cor- 
ners of the mouth can be quite a problem in the 
aged. Permanent cure usually depends on in- 
creasing the distance between the maxilla and 
This 


plates for the edentulous; or, it means lining 


the mandible. means procuring dental 
the patient’s dental plates sufficiently to over- 
come the loss of space resulting from shrinkage 
of his alveolar ridges. Where the history suggests 
a poor diet, vitamin B capsules or riboflavin 5 
mg. are given three times daily. Topically, a 
small amount of 5 per cent ammoniated mercury 
in zine oxide ointment counteracts secondary py- 
ogenic infection and leaves a protective hydro- 
phobic coating against licking and drooling. If 
there is delay in healing, superficial roentgen 
ray therapy (half-value layer, about 1 mm. of 
aluminum) should be given weekly up to four 


or six doses of 80 Yr each. 
Herpes Zoster 


Painful neuralgia, which is a not infrequent 
sequel to herpes zoster in the aged, cannot defi- 
nitely be prevented. In the extremely aged this 
neuralgia can be so devastating that shot-gun at- 
tempts at its prophylaxis or treatment are justi- 
fied. Examples of such measures are X-ray thera- 
py to the involved ganglia, vitamin B,., 1,000 
meg. subcutaneously for seven to 14 days, injec- 
tions of 2.6 cc. of Protamide® daily for a week 
or more, or a short course of suppressive thera- 
thick shake lotion 


py with corticosteroids. A 


by weight of zinc oxide, taic, glycerin, and 


Equal parts 


water. 

or Lassar’s paste applied thickly and covered with 
cotton helps keep pain-provoking stimuli off the 
skin. If persistent and uncontrollable pain devel- 
ops, neurosurgical consultation should be ob- 


tained. 
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Foot Problems of the Aged 

Corns, callosities, and deformed and_thick- 
ened toenails are quite disabling and orthopedic 
consultation is needed in many cases. Regular 
visits to a chiropodist should be advised unless 
the physician himself undertakes to become pro- 
ficient in caring for feet. 

Paring of corns and calluses, soaking the feet 
in warm water, proper padding with foam rub- 
ber and mole skin adhesive tape, and soothing 
foot powders and creams are needed by many of 
the aged. Thickened and clawlike toenails (ony- 
chogryphosis) can be kept manageable by soak- 
ing, clipping, and filing. 


g, 
Neurotrophic perforating ulcers of the foot 
may be seen, more frequently in the diabetic. 
The administration of internal antibiotics over 
a long period of time, cutting away the callus 
around the ulcer, the use of 1 to 5 per cent silver 
nitrate solutions and local antibiotic powders 
and ointments may cure these ulcers. The dis- 
the neurotrophic disorder also 


ease Causing 


must be managed. 
Leg Ulcers in the Aged 
Most leg ulcers in the aged, like those in the 
are on the 
A few are arteriosclerotic 


middle-aged group, basis of stasis 


from varicose veins. 
ulcers of the skin. 

Treatment results are gratifving in all degrees 
of stasis dermatitis and ulceration, even those 
with marked lymphedema and ulceration over a 
score of years. Though the simplest treatment 
is complete bed rest until healing, it usually is 
not advisable. A surgeon should be consulted 
concerning the advisability of vein surgery. 

In the swollen ulcerated leg, the initial treat- 
ment aims at the reduction of swelling and the 
control of infection. This ordinarily takes five 
to 14 days. The patient is instructed to lie flat, 
elevating the leg “above the heart.” Sitting in a 
chair with the legs stretched out on another 
chair is not sufficient elevation. Thick, sopping 
wet dressings of 1 per cent boric acid solution 
are applied for 30 to 60 minutes four times 
daily. After the wet dressing a soothing lotion 
~ (Neomycin 0.5)+ 
(Hydrocortisone 0.15). 

Phenol 0.6 
Zinc oxide & tale each 15.0 
Glycerin 10.0 


Water to make 90.0 
(The neomycin and hydrocortisone are for short term use.) 


is painted on. Antibiotics are administered if in- 
fection is present. 












When swelling has receded and the infection 
seems under control, the leg is wrapped with a 
4 inch wide commercially prepared zinc-gelatin 
bandage (Unna paste bandage). The bandage 
starts just behind the toes and goes up to the 
knee. Before bandaging, the ulcer may be pow- 
dered with neomycin or painted with gentian vi- 
olet solution and/or packed with sterile Gelfoam® 
powder or sponge. The first boot usually is re- 
moved in one week. If the area is doing well, the 
removal and re-application is continued every 
two or four weeks until healing. Then elastic 
bandages or elastic stockings are prescribed. 
Some patients prefer wearing the Unna paste 
boots indefinitely and are instructed in the meth- 
od of application. 

Proteolytic enzymes are available as topical 
powders and ointments, and as oral, buccal, 
and parenteral medication for the treatment 
of leg ulcers. Our experience is insufficient to 
report more than an impression. This impres- 
sion is not yet favorable. 

A generalized eczematoid dermatitis, especial- 
ly of the upper extremities, face, neck, and upper 
trunk may occur in stasis dermatitis and ulcera- 
tion. If it is severe, a short course of ACTH or 
cortisone may be needed in addition to the regu- 
lar treatment of the leg. A cream lotion 
*Hydrocortisone 0.3 

Menthol 0.3 

Phenol 1.0 

Zine oxide 30.0 

Tale 30.0 

Glycerin 7.5 
(Isopropyl) alcohol 7.5 

Hydrophilic ointment 60.0 

Water 120.0 

containing hydrocortisone and antipruritie agents 
is used topically. If the hydrophilic ointment 
USP is not readily available, Multibase® or oth- 
er proprietary hydrophilic ointment may be sub- 
stituted. On small patches of eczematoid derma- 
titis, .1 per cent Aristocort® acetonide ointment 
or lotion is helpful. 

The patient with an arteriosclerotic ulcer of- 
ten cannot tolerate an Unna boot. We use the 
boot if it does not increase leg pain. Vasodilating 
drugs such as Priscoline® and Peritrate® are 
used internally though we have not seen any 
benefit from them. Nursing the ulcer to healing 
is a long process. We try everything including 
the old German “black salve” of 1 per cent silver 
nitrate and 3 per cent Peruvian balsam in petro- 
latum. 
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Lichen Sclerosus et Atrophic is 


The senile vulva may develop leucoplak a, 
lichen sclerosus et atrophicans, or kraurosis. ‘I 1e 
male glans penis and prepuce also are affect -d 
by these diseases. In our experience, lichen sel r 
osus et atrophicans in the male or female is mu: 
commoner than leucoplakia or kraurosis. 'T 
treatment is symptomatic. Reversal to norm: 
skin is not to be expected. 

The most effective medication for lichen seler- 
osus et atrophicans is one of the topical corti- 
costeroid lotions. At different times other soot|- 
ing lotions, anti-eczematous creams, and pro- 
tective ointments are needed. We have had io 
experience with senile vulvitis. For this condition 
our gynecologists have in the past used antihis- 
tamini¢ or estrogenic hormone ointments. At the 
moment, a testosterone ointment is being tried. 


Miscellaneous Dermatoses 


There is a major difference in the treatment 
of the chronic eczemas and psoriasis in the aged 
as compared with the management of the same 
diseases in a younger person, X-ray therapy and 
arsenical therapy, which we ordinarily use as 
little as possible, can be used much more freely 
to relieve the aged. You need not worry about the 
enetic effects of radiation therapy in a patient 
5 years of age. Nor is it likely that 30 vears 


oO 

oo) 

x 
‘ 


hence someone will give enough additional X-ray 
therapy to the same area to cause radiodermatitis. 
Rather, X-ray therapy and arsenical therapy are 
less likely to cause serious or disastrous results 
in the older patient than the present day vogue 
for administering adrenotrophic hormones and 
corticosteroids. However, no matter what the age 
of the patient, X-ray treatment should be admin- 
istered with care and thought and only by some- 
one expert in its use. 

Old-fashioned arsenical therapy sometimes is 
successful in chronic eezemas, psoriasis, the psor- 
iasiform eruptions of the scalp, hands, and feet, 
dermatitis herpetiformis, and low grade lympho- 
blastomata. It is not likely that late sequelae of 
the overuse of arsenic will be seen. 

In administering arsenic we prefer the daily 
subcutaneous injection of 2 per cent sodium ar- 
senate solution, if the patient can arrange to 
have this done. The solution (in a rubber stop- 
pered bottle) contains 2 per cent sodium arse- 
nate and 1 per cent phenol in 30 ce. of water for 
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injection. The starting dose is one minim. This 
is increased daily by a minim until 16 minims 
(1 cc.) is reached. The 1 cc. subcutaneous dose 
is continued for a week or two. If it is not effec- 
tive, it is stopped. However, if the dermatosis 
is involuting we reduce the dosage and the fre- 
quency of injections over a period of a few weeks 


until the patient is receiving 10 minims once 
weekly, 

‘he oral method of arsenical therapy is used 
more frequently. We prescribe one part of potas- 
sium arsenite sclution (Fowler’s solution) and 
two parts of peppermint water to make two 
ounces. The prescription is labeled, “No Re- 
peat.” The signature gives the dose as 5 to 45 
drops three times daily in a little water or milk. 
Kach day the dose is raised one drop (thus 6 
drops three times the second day, 7 drops three 
iimes the third day, and so forth). Rarely do we 
go over 30 drops three times daily. Improvement 
should be well under way in three or four weeks. 
After improvement has been achieved, the dosage 
goes down in the same fashion that it went up. 
A course should terminate within three months 
of onset. In either form of arsenical therapy, side 
effects must be carefully watched for. These are 
gastrointestinal upset, purpura, herpes zoster, 
exfoliative dermatitis, and neuritis. 

Sometimes malignant and widespread skin 
diseases are only slowly progressive in the aged. 
Thus, in very slow moving cases of mycosis fun- 
goides, Kaposi’s sarcoma, and pemphigus vul- 
garis, treatment should be adjusted to the symp- 
toms rather than to the diagnosis. Ardent ther- 
apy with massive dose X-ray therapy, nitrogen 
mustard, or triethylmelamine, are best avoided. 
These measures may improve the disease and 
simultaneously shorten the life of the patient. 
Where long-term administration of corticoster- 
oids is needed in the aged, one should insist on 
optimal supervision of the patient. Otherwise, it 


nay be just as well to let the older person die of 


his disease as of steroid therapy complications. 


for February, 1960 


Of course, in actual progressive and potentially 
fatal dermatoses, even in the aged, properly su- 
pervised corticosteroid treatment should not be 
withheld. 

Syphilis 

In our practice the treatment of syphilis in 
the aged (or even in the young) presents one in- 
superable difficulty — lack of patients. In late 
syphilis, whether latent, visceral, or of the cen- 
tral nervous system, penicillin is the basic treat- 
ment. Our dosage for late lues varies from 10 
to 20 million units given over a three or four 
week period. The largest doses would be given in 
(NS infection. 

In cases of serious damage to the heart or 
hlood vessels from syphilis or in a recognizable 
space-filling central nervous system gumma, 
there is threat of therapeutic paradox. Prepara- 
tion with bismuth subsalicylate injections and 
saturated solution of potassium iodide by mouth 
for a month prior to penicillin therapy may pre- 
vent the untoward complications of too rapid a 
cure. In such a case, as in the nonsymptomatic 
aged syphilitic, specific treatment may be omit- 
ted altogether. 


SUMMARY 


Most skin therapy in the aged is gratifyingly 
successful. Emollient creams, sex hormones, an- 
tipruritic tablets, X-ray therapy, and arsenical 
therapy are more commonly used here than in 
younger groups. Internal corticosteroids are best 
avoided except in progressive or disastrous dis- 
eases. Topically applied corticosteroids and oily 
lotions have wide use. Seborrheic keratoses, sen- 
ile keratoses, and leucoplakia are treated with ac- 
ids, freezing, cautery, desiccation, or surgery. 
Senile pruritus is controlled largely with oils, 
antipruritic internal medications, and hormones. 

Leg ulcers respond to antibiotics and Unna 
paste boots. Non symptomatic or slow moving 
conditions in the aged are treated cautiously or 


not at all. 





Bruce Proctor, M.D., Detroit, MICHIGAN 


Ha impairment is a handicap common 
to some 17 million Americans. Of this num- 
ber, approximately 3 million occur in children. 
This is a total greater than the number of chil- 
dren afflicted with blindness, cerebral palsy, and 
epilepsy combined. 

Modern developments in otological surgery 
have contributed significantly to restoration of 
hearing loss in various types of middle ear deaf- 
ness. Diseases of the inner ear, however, with 
defective neural structures, have so far eluded 
effective medical or surgical treatment. 

Middle ear deafness arises as a result of inter- 
ference with proper transmission of air borne 
sound waves from the tympanic membrane 
through the conducting ossicular mechanism of 
the middle ear to the inner ear fluid system. The 
third ossicle, the stapes, fitted in the oval win- 
dow, works much like a piston with its to and 
fro vibrations setting up the inner ear fluids in 
motion. Since fluid is incompressible it is essen- 
tial that the round window membrane should 
move in an opposite phase to movements of the 
stapes in the oval window. Vibrations in the 
inner ear fluids set the basilar membrane of the 
cochlea into motion at selective levels for the 
frequency characteristic of the sound wave heard 
by the ears. At this point the organ of Corti is 
stimulated and the appropriate neural impulse 
registers the sound being heard. 

A variety of middle ear mechanical disturb- 
ances are recognized. Among them are congenital 
developmental defects of the external auditory 
canal and middle ear structures, otosclerosis with 
hony fixation of the stapes, eustachian tube in- 
sufficiencies, middle ear suppurations and effu- 
sions, adhesions in the middle ear, destruction 
of the drum or portion of the ossicular chain by 


Associate Clinical Professor, Wayne State Univer- 
sity, Detrott. 

Presented before the Section on Eye, Ear, Nose, and 
Throat, 119th Annual Meeting, Illinois State Medical 
Society, May 20, 1959. 


Indications for Surgery 


In Middle Ear Deafness 


disease, tumors in the middle ear, and traumatic 
or surgical dislocation of the ossicles. 


Acute Middle Ear Inflammations 


From the standpoint of preventive medicine, 
the management of acute middle ear inflammia- 
tion is extremely important. Here the generalist 
and the pediatrician can do much to prevent 
subsequent permanent damage to middle ear 
structures. It cannot be too strongly emphasized 
that simple myringotomy has been badly neg- 
lected and even abandoned by the majority of 
practitioners. Severe upper respiratory infections 
are now treated with antibiotics and chemothera- 
peutie agents. What might well have developed 
into a suppurative otitis media may now be seen 
as a middle ear effusion. The patient may com- 
plain of only slight to moderate degree of deaf- 
ness. The drum presents a grayish or yellowish 
color, depending upon the nature of the fluid, 
the short process of the malleus is prominent, 
and most important of all, the handle of the 
malleus has a narrow chalky-white appearance. 
Factors contributing to malfunction of the eu- 
stachian tube in such cases must be given due 
consideration. 

Of all surgical procedures probably none is 
performed as carelessly and indifferently as the 
adenoidectomy. Enlarged and inflamed adenoid 
tissue should be removed meticulously, preferably 
under direct vision, until the underlying fascia 
is cleanly exposed. A poorly executed adenoid- 
ectomy is one of the reasons for persistent mid- 
dle ear inflammation in children. Persistent sup- 
puration in the paranasal sinuses and uncon- 
trolled nasal allergy are other important factors. 

If middle ear effusion is noted in a child with 
impaired hearing and diseased adenoids, a 
limited myringotomy and microaspiration of the 
middle ear at the time of adenoidectomy should 
be done. Frequently the secretion is copious and 
of a heavy mucoid nature. In the subsequent 
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postoperative period, inflation of the eustachian 


tube usually hastens the resolution. 

Occasionally the effusion persists even though 
repeated myringotomies and aspirations are 
done. We can then resort to the insertion of a 
small semi-permanent polyethylene tube into the 
middle ear by way of an incision in the outer 
canal wall, adjacent to the drum, with elevation 
of the intaet drum. The tube can be removed 
ly, if these measures fail, deep X-ray therapy to 
once the middle ear remains free of fluid. Final- 
ihe eustachian tube may restore adequate venti- 
lation of the middle ear. 


Otosclerosis 


A common cause for deafness in adults is 
otosclerosis. This is due to the formation of new 
bone between the footplate of the stapes and the 
adjacent bony walls of the oval window niche 
which stops the normal piston action of the stapes 
in the oval window. Twenty years ago Lempert 
proposed the fenestration operation to by-pass 
the defect in the oval window, by creating a new 
window in the wall of the bony labyrinth. This 
window was kept from closing by covering it 
with a pedicled tympanomeatal flap. The success 
of this procedure is well known. More recently, 
beginning with the work of Rosen in 1952, sur- 
gery has been directed to loosening the stapes 
from its bony attachments to the walls of the 
oval window. At first, merely fracturing, the 
stapes loose by pressure to the head or neck of 
ihe stapes was done. This gave better immediate 
hearing results than did fenestration because the 
former did not utilize all the mechanical benefits 
of the ossicular chain. Soon, however, a signifi- 
cant percentage re-ankylosed, with return of 
hearing loss. Also, with pressure exerted on the 
head and neck of the stapes, the delicate crura 
of the stapes often fractured before the footplate 
was loosened. 

Attention was then directed to the footplate 
itself, using adequate magnification. The site 
of the otosclerosis was approached with needles 
and fine chisels and the stapes loosened directly 
with lessened tendency to crural fractures. Hear- 
ing results improved. Further progress has car- 
ried this surgery to the point where total cir- 
cumferential otosclerosis, involving the entire 
perimeter of the footplate, can be removed and 
the opening in the vestibule covered with a vein 
or fascial graft. An artificial stapes made of 
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polyethylene tubing or fine wire is placed be- 
tween the incus and the graft since this proce- 
dure requires removal of the entire stapes. We 
are now at the point where 75 per cent or more 
of otosclerotic patients can have satisfactory 
hearing without the use of hearing aids. Occa- 
sionally, when stapes mobilization surgery has 
failed because of a severe degree of otosclerosis 
we still can perform a fenestration operation. 
Among the advantages of stapes mobilization 
over fenestration are: 1. Much shorter operating 
time under local anesthesia; 2. Better average 
good hearing results because of preservation of 
the ossicular chain; 3. Much less period of hos- 
pitalization (usually 24-48 hours); 4. No post- 
vperative mastoidectomy cavity requiring peri- 
odie medical attention. 


Tympanoplasty 


Prolonged inflammation in the middle ear 
often results in ischemic necrosis and ulceration 
of the middle ear mucosal lining. If these areas 
communicate with the stratified squamous epi- 
thelium of the external auditory canal, the latter 
will invade the middle ear and produce choles- 
teatomas, well known for their property of con- 
tinued growth and extension into the middle ear 
spaces. Or, the ulcerated mucosa may be replaced 
by suppurating granulations with underlying 
progressive necrosis of bone. Finally the ulcerated 
middle ear mucosa may heal with adhesion for- 
mation and permanent interference with the 
proper function of middle ear structures. 

For many vears, surgery in chronic suppura- 
tive otitis media was directed to control of pro- 
gression of middle ear necrosis. To obtain a dry 
and safe ear, frequently it was necessary to sac- 
rifice the tympanic membrane and a portion of 
the ossicular chain. No attempt was made. to re- 
store any functional mechanism in the middle 
ear. Occasionally it was possible in limited dis- 
ease to preserve the drum and ossicles and pre- 
serve some degree of useful hearing. 

Within the past seven years, significant ad- 
vances have been made in preserving, restor- 
ing, and rebuilding the mechanism of the middle 
ear, and at the same time controlling chronic 
inflammation involving this region. This surgery 
has been made practical by the employment of: 
(1) Microsurgery, using a binocular wide range 
microscope equipped with synchronized lighting : 
(2) Applications of the principles of plastic sur- 
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gery to rebuild a new tympanic membrane; (3) 
Application of new knowledge of middle ear 
physiology; and (4) Use of antibiotics in high 
dosage locally as well as the usual systemic dos- 
age for quick resolution of middle ear suppura- 
tion. This work was pioneered in Germany by 
Wullstein and Zollner. 

Tympanoplastic surgery is of five essential 
types as proposed by Wullstein. The first is my 
ringoplasty. This method consists of exploring 
the middle ear and, if necessary, the mastoid 
antrum to rule out chronic suppuration which 
may persist after simple plastic closure of a 
drum perforation. Once the possibility of infec- 
tion is controlled, the perforation is closed by re- 
moval of 2-4 mm. of the outer layer of the drum 
from the edge of the perforation. A free full 
thickness graft taken from the skin on the poste- 
rior surface of the auricle, or a split thickness 
graft from the inner aspect of the forearm, is 
tailored to fit over the perforation of the drum 
and adjacent prepared bed. The graft is held in 
place with tampons. Closure of a perforation re- 
sults in improved hearing because it reduces the 
amount of sound energy reaching the round win- 
dow, and renders more efficient the transforma- 
tion of sound energy from the drum to the oval 
window. 

The second type of tympanoplastic procedure 
consists of exploration of the mastoid antrum. 
The epitympanum is opened, exposing the body 
of the incus and the head of the malleus per- 
manently to the external ear. The ossicles may 
he necrosed partly but they still are functionally 
intact. The drum is replaced in whole or in part 
by an appropriate skin graft. Normal hearing 
nav result. 

The third type of tympanoplasty is performed 
when the ossicular chain is disrupted beyond re- 
pair by disease and can no longer transmit sound 
waves to the oval window. The stapes is intact so 
that if the drum remnant or graft replacing ¢ 
destroyed drum is placed directly onto the head 
of the stapes the latter still acts as an efficient 
sound transmitter and conducts sound waves 
from the larger surface area of the drum to the 








smaller area of the stapes footplate. Attem. ts 
are made sometimes to replace a missing sta} es 
and insert an artificial stapes, usually of plas ic 
material, between the drum and the footpla e. 
Hearing may reach the nearly normal level of 
2.5 db. in favorable cases. 

The fourth type of tympanoplasty is used 
when the stapes is destroyed so that there is only 
a movable footplate or membrane in the oval 
window. Sound transmission from the large sur- 
face area of the drum to the oval window is 
abandoned. ‘The drum remnant or graft replac- 
ing a totally destroved drum is now placed di- 
rectly onto the promontory, affording sound pro- 
tection for the round window. The oval window 
is left open directly to the external ear where it 
may vibrate from the sound waves directly. 
Hearing may reach the 25 db. level because of 
preservation of sound protection to the round 
window. 

We use the fifth type of tympanoplasty opera- 
tion when the ossicles are destroyed and, in 
addition, there is a bony or scar tissue fixation 
of the footplate region in the oval window. A 
new window or fenestration must be made into 
the horizontal semicircular canal so that sound 
waves can set the inner ear fluids into motion 
again by virtue of two functioning windows. 

Essentially the same tympanoplastic proce- 
dures are used in eases of congenital malforma- 
tion of the external and middle ear, once a new 
external meatus is created and lined with skin. 

Reconstructive surgery of the middle ear has 
opened new vistas for the otological surgeon. 
Adequate, painstaking, preoperative evaluation 
und, thorough exploration and evaluation of the 
pathology found at operation, combined with the 
use of highly skilled surgical techniques, will 
correct partially or fully most types of mechan- 
ical hearing impairment. We must encourage 
continued research in otology to help us better 
define the large number of variables encountered 
in this complex surgery and to guide us in the 
selection of the most effective method of surgical 


correction. 
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Malignancies of Paranasal Sinuses 


DELBERT kh. Jupp, M.D., KANKAKEE 


De the relatively infrequent occurrence of 
malignancy in the nose and paranasal si- 
nuses, this disease presents one of the most try- 
ing problems in otolaryngology. The very fact 
that it is rare adds to our responsibility in mak- 
ing a correct diagnosis as early as possible. Symp- 
toms in the early stages are vague and indistinct 
with the result that the malignancy is mistaken 
for other more common nasal and sinus diseases. 
This lack of severe symptoms accounts for the 
fact that a physician is consulted at a late stage 
of the disease. Equally depressing is that once 
the patient consults his physician, additional 
valuable time is lost before diagnosis is made. 

Many cases are subjected to the removal of 
teeth and no small number are treated by antral 
lavage or minor intranasal surgical procedures 
without benefit. Chiefly because of these facts 
the great majority of sinus malignancies do not 
receive proper treatment until they have ad- 
vanced to such an extent that cure is practically 
impossible, even though the most radical proce- 
dures are done, 

Biopsy offers the only means of establishing a 
positive diagnosis and should be performed in all 
cases Where suspicion is aroused by X-rays or by 
atypical tissues encountered during the removal 
of nasal polyps and supposedly infected sinus 
inucous membranes. Many cases are first dis- 
covered during routine Caldwell Lue operations. 

The material presented in this report is hased 
on a review of 39 cases of malignancy of the 
paranasal sinuses treated during the past 22 
vears, 

The pathological distribution of the different 
tumors in this series is as follows: Squamous cell 
carcmoma 73 per cent; adenocarcinoma 10.8 per 
cent; myxosarcoma o.f per cent: mixed cell tu- 
mors 5.4 per cent; melanoblastoma 2.7 per cent. 
and reticulum cell sarcoma 2.7 per cent. Six of 

Presented before Section on Eye, Ear, Nose and 
Throat, 119th Annual Meeting, Illinois State Medical 
Soctety, May 20, 1959. 
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the tumors originated in the ethmoidal Jabyrinth 
and two in the frontal sinus. All others apparent- 
ly had their origin in the maxillary sinus al- 
though several had extended into other sinuses 
when first seen. 

These figures and percentages are easily deter- 
mined and can be presented as honest facts; but 
it is a different matter when it comes to report- 
ing end results. There is as yet no answer to the 
question of what constitutes a cure. The usually 
accepted 5 year period is unacceptable when we 
consider the fact that less than one-half of the 
5 vear cures are still alive at the end of 10 vears. 
Many of the cases reported in the literature have 
heen observed for periods of less than three or 
even two years. Accordingly, before accepting a 
report of cures, it is necessary to make note not 
only of the time factor, but also of the number, 
type, extent, origin, and location of the tumors 


reported. 
SYMPTOMS 


Symptoms often are absent or mild until after 
the neoplasm has filled the sinus and eroded 
through one or more of its hony walls. Pain is 
the most common initial symptom. Depending on 
the direction of extension, other initial symptoms 
in order of frequency are swelling of the cheek, 
nasal obstruction, exophthalmos, anesthesia over 
the area of distribution of the second division of 
the Vth nerve, and nasal bleeding. 


CLINICAL FINDINGS 


Swelling of the cheek, upper lip, or infraorbital 
region is seen in malignancies that erode through 
the anterior wall of the antrum. When erosion 
of the floor of the antrum occurs, there is first a 
rounded swelling of the hard palate inside the 
alveolar ridge. As the growth progresses, the 
smooth surface of the mucous membrane of the 
roof of the mouth is replaced by the irregular, 
friable, and oftentimes necrotic mass of the tumor 
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itself. As the alveolus is invaded, the upper teeth 
on the affected side loosen. Large sections of the 
alveolus itself may be so loosened as to be re- 
moved at surgery without any effort. 

Erosion thru the floor of the orbit permits 
very rapid invasion of the orbit with edema of 
the lids, chemosis, upward displacement of the 
globe, and finally proptosis. 

Tumors originating in any of the sinuses may 
invade the nares, but such extension is particu 
larly true of ethmoid malignancies. Of course, 
new growths may have their origin in the nasal 
mucous membrane and invade the sinuses by di- 
rect extension. Bleeding and nasal obstruction, 
almost always unilateral, are the first indication 
of nasal neoplasms. It is important to remember 
that any abnormal tissue, including nasal polyps, 
should be examined microscopically, as a routine 
procedure. 

Metastasis oceurs in a high percentage of all 
cases except adenocarcinoma. A review of the 
literature revealed no case of metastasis of adeno- 
carcinoma that was verified by histological ex- 
amination. This is an important fact to remem- 
ber as you will see by the one case report I have 
selected to present. Metastasis is found in about 
29 per cent of cases of other types of malignancy 
and the pathways follow lymphatic channels. The 
most common pathway is posteriorly to the 
choanal plexus or to the retropharyngeal space 
{o drain into the lateral pharyngeal lymph node. 
From here the spread is upward to the medial 
jugular node and to the base of the skull or down- 
ward to the deep jugular chain at the bifuraction 
of the carotid. Usually metastasis follows anterior 
channels only if cheek, palate, or nasal passage 
is involved. From these areas, the regular lymph 
channels of the oral cavity are followed into the 
submaxillary and carotid bulb nodes, 

Prognosis varies considerably depending on 
the type of tumor, its accessiability, its radiosen- 
sitivity, the extent of involvement, and on wheth- 
er or not metastasis has occurred. 

For example, 80 to 90 per cent of malignancies 
of the paranasal sinuses are squamous cell car- 
cinoma; 40 per cent of these will metastasize— 
30 per cent even before the surgeon is consulted. 
In these cases, the hope of complete cure obvi- 


ously is very poor. On the other hand, adenocar- 


cinoma, the type found in 10 to 15 per cent of 
the cases, rarely if ever metastasizes. If these le- 
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sions are not so extensive as to make surgery m- 
possible the prognosis is good. 


TREATMENT 


In considering the therapeutic regimen, i: is 
essential to consider 3 chief factors: 1. The site 
of the lesion, together with the extent of invasion 
of surrounding structures; 2. Lymphatie ex/en- 
sion or metastasis; and 3. Type of tumor with 
knowledge of its radiosensitivity. 

These factors determine our use of the thera- 
peutic measures available——namely, surgery, radi- 
ation by X-ray or radium, or a combination of 
these agents. Unfortunately, a great many cases 
are inoperable when first seen and the palliative 
use of radiation is the only treatment we can 
give. 

Contraindications to surgery are advanced age, 
poor general condition, complicating disease, 
roentgenographically demonstrable destruction 
of the base of the skull or pterygoid process. tu- 
mor infiltration of the nasopharynx, inoperable 
lymph node metastasis, generalized metastasis, 
and refusal by the patient. 

In the absence of these contraindications, once 
the diagnosis of cancer of the nasal cavity or 
paranasal sinuses is established, radical surgery 
is indicated. One of the gravest mistakes is to 
rely upon X-ray therapy alone as a routine in 
all cases. We do our patients a great injustice 
when we withhold surgery since it definitely 
offers the greatest chance for cure used alone or, 
as generally is the case, in combination with 
radiation. 

Surgery designed to effect cure must be rad- 
ical. It usually takes a few sad lessons to enable 
the surgeon to be as ruthlessly radical as the case 
demands. Several surgical approaches are avail- 
able depending upon the site and the extent of 
the tumor. These include: 1. Caldwell Luc; 2. 
Moure; 3. Denker; 4. Lynch frontal; and 5. 
Kocher resection of the maxilla. 

Generally combinations and modifications of 
these procedures are necessary. 

The classical Caldwell Lue radical antrotomy 
ix not adequate for removal of malignancy as a 
rule, but may be used to secure drainage and 
access along with palliative irradiation. This pro- 
cedure, combined with extensive electrocoagula- 
tion, might effect cure in an early ease. 

The Moure operation, or lateral rhinotomy, 
affords an excellent exposure. The incision can be 
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extended upward to include exenteration of all 
ethinoids and exposure of the frontal sinus. A 
combined orbital exenteration can be accom- 
plished by lateral extension of the incision. If 
the roof of the antrum or the lamina papyracea 
has been penetrated with invasion of the orbit, 
then the eye and all orbital tissues must be sacri- 
ficeed. When the palatodental plate is involved, 
the lip splitting incision is required and the en- 
tire maxilla is removed if necessary. 

All surgical procedures should be so designed 
that there remains an adequate opening, either 
in the palate or canine fossa area, to permit in- 
spection and further therapy if necessary. 

The present trend in treatment of neoplastic 
diseases of the paranasal sinuses is a combination 
of therapeutic weapons. Deep X-ray therapy can 
he given to shrink and localize the tumor mass. 
Radical surgery, using extensive electrocoagula- 
tion, is performed at the completion of X-ray 
treatments. Should recurrences appear they are 
treated by further electrocoagulation or implan- 
tation of radon or radium needles. 

Surgical intervention, regardless of the size 
or position of the tumor should always be sup- 
plemented by radium and X-ray therapy. Also, 
it has been shown that irradiation alone cannot 
be relied upon to effect cure. 

Roentgen radiation can be employed before 
operation if a clinical and microscopic diagnosis 
of cancer is established. This is particularly true 
if the tumor is well advanced. The special ad- 
vantage of preoperative X-ray therapy is the 
possibility of obtaining marked regression of a 
highly cellular and malignant neoplasm. This 
permits an approach that may offer a better re- 
sult with electrosurgical measures because of 
better visualization and less hemorrhage. Any 
apparent or real improvement, however marked, 
that follows preliminary radiation, is no excuse 
for postponing surgery. 

Surgery without preliminary irradiation is 
employed in cases that lack microscopic diagno- 
sis or in early cases in which the tumor is fairly 
accessible and slow growing. If the tumor is well 
contained within the sinuses, surgery is done 
first, but is always followed by radiation. In sus- 
picious cases surgery may be necessary to gain 
access to tissue for biopsy and in many instances 
an unsuspected malignant growth is first re- 
vealed at an operation done for chronic parana- 
sal sinusitis. 
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The surgical approach must be extended to 
meet such an emergency or an extensive involve- 
ment, as well as to provide easy access for the 
satisfactory adjustment of radium applicators. 
This extension of the operative field usually is 
supplemented by electrosurgical measures. The 
hase is largely and often entirely bone, or it so 
closely approximates bone that electrocoagulation 
offers the most simple and - efficient means of 
destroying the neoplasm. Additional treatment 
with radium and X-ray is necessary to destroy 
any tumor that may have infiltrated beyond the 
hone and may not be recognizable clinically. 

Anything short of complete removal or de- 
struction of the growth is a failure. On the other 
hand, if there is a reasonable chance for complete 
extirpation and destruction of the tumor the 
patient should have the benefit of that chance 
for cure. 

Time permits me to present only one case re- 
port in some detail. I chose this particular case 
because it is the only one I have encountered 
with simultaneous bilateral involvement of all 
the sinuses and both nasal cavities. No other case 
could be found in the literature, with bilateral 
involvement by the same type of tumor. One case 
was reported by Berger, in which pathologically 
different tumors were found in the maxillary 
sinuses after a time lapse of one year. In this 
case the tumor was an adenocarcinoma and, 
while local extension was marked, there was 
great security in knowing that the chance for 
metastasis was slight or nonexistent. 

The patient, a white male farmer was 44 years 
of age when first seen in July, 1944. He gave a 
history of nasal obstruction and stated he had 
had removal of nasal polyps on several previous 
occasions. The only findings were nasal polyps, 
and after these lesions were removed he remained 
symptom free for 15 months. In October of 1945 
he returned because of marked swelling of the 
right upper lid and brow. A mucocele of the 
right frontal sinus was found to have eroded thru 
the floor of the sinus into the orbit. This was re- 
moved by means of the Lynch radical frontal 
operation, Microscopic examination was negative 
for malignancy. 

Three years later, in September, 1948, he re- 
turned complaining of nasal obstruction and 
epistaxis and requested removal of nasal polyps. 
Both nares were found obstructed by hyperplastic 
tissue that was rather friable and bled easily. X- 








rays of the sinuses at that time revealed a marked 
increased density in all sinuses bilaterally. How- 
ever, there was no demonstrable bone destruction 
except that due to the surgical procedure on the 
right frontal sinus. 

A biopsy of the nasal tissue was obtained. This 
revealed an anaplastic and rapidly growing car- 
cinoma (Grade III). The lesion was thought to 
be consistent with adenocarcinoma altho squam- 
ous cell carcinoma was considered at first. A 
radical approach was decided upon and on Sep- 
tember 28, 1948 the tumor was removed from 
the right side, using modifications of the Lynch, 
Moure, and Caldwell Lue procedures. An inci- 
sion was made beneath the right eyebrow and ex- 
tended down the right side of the nose to the 
lateral attachment of the ala. The lip splitting 
procedure was not included since the alveolous 
was found to be 
canine fossa incision, together with the external 


free of involvement. A long 
incision, provided ample exposure. 

The entire front and medial wall of the max- 
illary sinus was removed. The cavity was filled 
with tumor tissue that was scooped out. The iloor 
of the orbit seemed intact. The turbinates and all 
ethmoid cells were removed, together with the 
tumor tissue involving the nasal cavity. The an- 
terior wall of the sphenoid sinus and a moderate 
amount of tumor The 
tumor also involved the right frontal sinus and 
this was taken out. Wide exposure was obtained 
thru radical removal of bone. Bleeding was quite 
profuse but blood was replaced by transfusions 
during the operation. The postoperative course 
was not too stormy and two weeks later, the same 
procedure was carried out on the left side. 

Microscopic studies of the tissue taken out 


tissue were removed. 


from both sides revealed a rapidly gro-ing 
is believed that the t: mo 
started in the nasal cavities and extended nto 


adenocarcinoma. It 


the paranasal sinuses. 

Radiation in the form of radium (nee: /es) 
and deep X-ray therapy was used extens vel 
following surgery. The needles were packed into 
the cavities with particular attention to the 
sphenoethmoid recess region and the roof o: ih 
nasopharynx. The external wounds were ¢losed 
with silk sutures after removal of the radium, 
No bone transplants were necessary in this par- 
ticular case since the supporting bony struciures 
necessary to preservation of cosmetically impor- 
tant facial contours were left sufficiently intact. 
In many cases, however, it is necessary to use 
tibial bone grafts to reconstruct the infraorbital 
rim or zygomatic arch. When the alveolus is re 
dentures and replace the roof of the mouth. 
moved a dental prosthesis can be made to support 

Deep X-ray therapy, in tumor dosage, of 4,000 
r minimum to all areas was given in divided 
doses over a period of about a month. 

This patient has been under close observation 
for the 1014 vears since the operation. There 
never has been any evidence of recurrence or 
metastasis. His chief complaint is dryness of the 
throat and dried postnasal secretions. Crusts of 
the nasal cavity are controlled well by occasional 
saline irrigations. He is still active as a farmer 
and there is no deformity. His greatest problem 
has been to convince his neighbors and friends 
that he really had a malignancy. I finally was 
persuaded to give him a copy of the pathology 
report and, to the best of my knowledge, he still 
carries it with him for the benefit of any un- 
believers. 
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Magnesium and Arteriosclerosis, 


Human and Experimental 


Eant KE. HELLERSTEIN, M. D., Boston 


There are” similarities between exogenous 
hyperthyroidism and magnesium deficiency 
in rats. In addition, it has been well shown in 
experimental animals that the administration 
of thyroxine can modify serum lipid values 
and vascular lipid deposition profoundly. 
Therefore, a series of experiments was  per- 
formed with the original postulate that magnesi- 
um deficiency might inhibit the deposition of 
lipid in the cardiovascular system of the experi- 
mental animal, the rat. The results of these ex- 
periments showed that the original postulate was 
of value, though the results were quite the re- 
verse of what was expected. With the particular 
synthetic diet used, the amount of lipid de- 
posited in the left ventricular valves and, to a 
far lesser degree in the thoracic aorta (the lipid 
being measured visually after Sudan IV stain- 
ing) was greater in animals consuming low 
magnesium diets than in those consuming high 


well 


pected, on the basis of past and current views, 


magnesium diets.1.? We might have ex- 


that the degree of cardiovascular sudanophilia 
would have been positively correlated with the 
serum cholesterol levels. However, the rats with 
lesser sudanophilia tended to have a greater de- 
sree of hypercholesterolemia. Furthermore, by 
changing the dietary protein from 10 to 20. per 
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cent casein,' or by changing the dietary fat from 
a hydrogenated cottonseed oil to corn oil (un- 
published data), we could abolish the antisudano- 
philic effect of the high dietary magnesium. 
Lack of a magnesium effect under these changed 
conditions conceivably may be a function of the 
accompanying lesser hypercholesterolemia. 

Recent studies have shown that the beta-lipo- 
proteins, as determined by paper electrophoresis, 
in rats whose diets did not contain the hyper- 
cholesterolemic agents [cholesterol and cholic 
acid] were lower in those consuming high mag- 
nesium diets than in control rats consuming low 
magnesium diets.2 No such difference, though, 
could be shown between the beta-lipoproteins of 
the groups of rats consuming atherogenic diets 
with high and low magnesium, although tech- 
nical problems may have interfered. Preliminary 
data in the evaluation of such rat sera, using 
the ultracentrifugation technique of Gofman, 
suggest the possibility of finding changes in a 
parameter of blood lipid that would correlate 
well with the changes in dietary magnesium and 
degree of sudanophilia. 

Virtually all pathologists agree that the state 
of the human vascular wall almost certainly has 
some relation to arteriosclerosis. The disagree- 
ments arise as to the importance of these local 
factors in the etiology or pathogenesis of arteri- 
osclerosis. This is pertinent, for, with magne- 
sium deficiency, there is damage to the arterial 
wall of various animals. 

Bersohn and Oelofse have presented some in- 
teresting data relating to serum magnesium and 
serum cholesterol in humans.* Their data showed 
that the serum magnesium level was significantly 
higher in the non-Europeans (Bantus) than in 
Europeans. It is believed that Bantus have a 
lower incidence of myocardial infarction than do 
Europeans. They also showed a definite correla- 
tion between serum magnesium and serum cho- 
lesterol levels in Europeans, high serum magne- 
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sium levels being associated with low serum cho- 
lesterol levels. If this negative correlation be- 
tween serum magnesium and serum cholesterol 
were valid, and if it were established unequivo- 
cally that an elevated serum cholesterol is of im- 
portance in coronary 
thrombosis, a cause and effect relationship be- 


arteriosclerosis and or 
tween the observed low serum magnesium and 
high serum cholesterol would not necessarily fol- 
low, Our rat experimental data could be inter- 
preted as both agreeing and disagreeing with 
their findings. On one hand, at suboptimal levels 
of magnesium, the inclusion of cholesterol and 
cholic acid in our usual synthetic diets tended to 
increase the magnesium deficiency as measured 
by serum magnesium and oxidative phosphoryla- 
tion of myocardial mitochondria. On the other 
hand, rats consuming atherogenic diets with 
high magnesium tended to have higher, not low- 
er, serum cholesterol levels than did those on the 
low magnesium diet. 


between magnesium and 


The relationship 
cardiovascular disease is suggested more directly 
in the material presented by Malkiel-Shapiro et 
al. They have reported that after treatment with 


parenterally administered magnesium sulfate, 
20 of 22 patients suffering from coronary artery 
disease showed marked improvement in their 
clinical condition and 14 of these 22 showed a 
dramatic improvement in the lipoprotein pat- 
terns — i.e., there was a sharp drop in the per- 
centage of beta-lipoproteins. 

Brown et al. reported on 186 clinically healthy 
15-59 year-old white American males and 39 pa- 
tients of the same age group hospitalized for 
acute myocardial infarction.* The sera of the 
healthy ‘group were selected arbitrarily so as to 
cover a wide range of cholesterol levels. No cor- 
relation was found between serum magnesium 
and various serum lipid fractions — i.e., choles- 
terol, total lipids, alpha-lipoproteins, or beta- 
lipoproteins. No difference in serum magnesium 
levels was found between the infarct group and 


the clinically normal group. No significant if. 
ference between serum magnesium levels as 
found but there was a highly significant ditler- 
ence between serum cholesterol levels of term 
mothers and their babies. 

Jankelson also could demonstrate no. siguifi- 
cant correlation between serum cholesterol and 
serum magnesium levels in adults." 

It should be emphasized that a normal serum 
magnesium does not exclude the possibility of 
Iagnesium deficiency. 

Since magnesium deticiency uncouples oxida- 
tive phosphorylation in’ rat myocardial iiito- 
chondria, it may be that a beneficial effect (if 
there is one) of magnesium parenterally adimin- 
istered to patients with ischemic heart disease 
weuld be on the myocardial cell, rather than on 
the vessels or serum. 

On the basis of available experimental and 
clinical evidence, the thesis that magnesium 
metabolism is important in the prevention or 
treatment of human cardiovascular disease ap- 
pears to be interesting although tenuous. Further 
animal and clinical investigation on magnesium 
and cardiovascular disease is indicated. 
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Clinical Use of Glucagon in 


Juvenile Diabetes Mellitus 








Howakp S. Traisman, M.D., an» Atvan L 





factor of the pancreas. It was discovered 
in 1923 by Murlin and associates.t Staub and 
associates crystallized it in 1953.? Glucagon is 
a protein polypeptide, chemically similar to crys- 
talline insulin. The chemical properties and 
physiology of this drug have been described and 
summarized by Van Itallie.* 










There is no definite proof as to the site of 
origin of glucagon, but it is believed to be in the 
alpha cells of the pancreas and in cells resem- 
hling alpha cells in the gastrie and duodenal mu- 
cosa. ‘To date there is no conclusive evidence that 
glucagon has any primary physiologic action 
other than increasing the blood sugar. Presuma- 
bly this occurs because it activates the liver 
phosphorylase system thus increasing glycogen 










breakdown in the liver.* 

Much has been written on the clinical uses of 
glucagon in patients with diabetes mellitus, gly- 
cogen storage disease of the liver, spontaneous 
hypoglycemia, and psychiatric patients with in- 
duced insulin coma.** Glucagon causes a signifi- 
cant rise in blood sugar in five minutes, which 
demonstrates its rapid onset of action. Patients 
in profound insulin shock awaken in 15-20 min- 
utes. Because glucagon can make the blood 
sugar rise rapidly we decided to give this drug 
a clinical trial in juvenile diabetes mellitus pa- 
tients who had severe hypoglycemic reactions. 






















Glucagon was supplied in two forms by Drs. 
W. R. Kirtley and A. S. Ridolfo of Eli Lilly and 
Company, Indianapolis, Indiana. The solution 
was supplied in 10 ce, vials that were refrigerated 
constantly (lot number P-60257). The solution 
was sterile, nonpyrogenic, and contained less 
than 0.05 U per ec. of insulin. The concentration 
of glucagon was 1 mg. per ce. This solution has 
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lucagon is the hyperglycemic, glycogenolytic 


. Newcoms, M.D. Cuicaco 


a pH of 2.5, and contains approximately 0.25% 
phenol. Intravenous or intramuscular routes of 
administration are recommended in preference 
to the subcutaneous route, to permit more rapid 
absorption and action. 

The lyophilized form is prepared from crystal- 
line glucagon hydrochloride and contains 1 mg. 
of glucagon per cc. when reconstituted with the 
diluting fluid. The diluting fluid is the same 
fluid used in the preparation of insulin. Both the 
lyophilized and nonlyophilized glucagon hydro- 
chloride, therefore, have the same dosage. 

The purpose of lyophilization is to permit a 
longer shelf life; glucagon can remain stable on 
the shelf until it is mixed with the diluent for 
injection. Lyophilized glucagon should be used 
within one month after reconstitution. 

The usual dosage of glucagon in the lyophil- 
ized form is from 14 to 5 mg. This may be in- 
jected either subcutaneously or intravenously. 
Intravenous administration is most effective, but 
glucagon still is 70 to 80 per cent effective when 
given subcutaneously or intramuscularly. 


Case Reports 


All the juvenile diabetic patients were receiv- 
ing a weighed diet, and lente insulin in mixture 
with semi-lente or regular insulins. Glucagon was 
administered intravenously or intramuscularly 
in a dosage of 0.50-0.10 mg. per kilogram of 
hody weight. 

Case #1: R. L., a 12 year old female developed 
diabetes mellitus in December, 1950. She has been 
a brittle patient, and idiopathic major convulsions 
complicate her diabetic picture. While at the Chi- 
cago Diabetes Associations’ Camp for diabetic 
children in August, 1957 she suddenly began to have 
a convulsion. The blood sugar at the time of the 
seizure was 300 mg.%. The resident administered 5 cc. 
of glucagon intravenously. Within five minutes she 
began to respond; 20 minutes later her blood sugar was 
400 mg.%, a rise of 100 mg.%. Though this spell ob- 
viously was not hypoglycemic it demonstrates the rapid 
effect of this drug. 


Case #2: C. R., a 6% year old female developed 


$1 














diabetes in January, 1957. She had had many epi- 
sodes of hypoglycemia. A bottle of glucagon was 
given to the mother with instructions as to dosage, 
when to use it, and the site of intramuscular injec 
tion. An insulin reaction occurred on August 8, 1957 
at about 4+ p.m. It was impossible to give oral 
carbohydrate but 2.5 cc. of glucagon was injected 
into the left deltoid muscle. Within tive minutes, 
the patient was alert and able to take oral feedings. 


Case #3: S. RK, a 4% year old male developed 
diabetes in January, 1956. He had frequent episodes 
of hypoglycemia which necessitated the use of 
adrenalin. Glucagon was given to the mother with 
instructions for its use. On five different occasions 
in the past five months the boy has had insulin 
reactions in the late afternoon. One cc. of glucagon 
was given IM in each instance, and within three to 
five minutes he was awake and able to take oral 
feedings. The headache he usually had following the 
injection of adrenalin did not occur after glucagon 
administration. 


Case #4: A newborn male infant of a diabetic 
mother had a blood sugar of 250 mg.% (Somogyi) 
at birth. At three hours of age the micro blood 
sugar was reported “as less than 5 mg.%”, and he 
was in a state of collapse. Being unable to ad- 
minister glucose in a peripheal vein, 1 mg. of 
lyophilized glucagon was intramuscularly. 
The patient began to respond in about five minutes 
while a cut-down was being done. Twenty minutes 
later, prior to starting an infusion of 5 per cent 
dextrose solution, another blood sugar was drawn, 


given 


which was 58 mg.%. 


DISCUSSION 
Glucagon was administered intravenously or 
intramuscularly in a dosage of 0.05-0.1 mg. per 
kilogram of body weight. Its hyperglycemic ef- 
fect was observed clinically and chemically in 
case No. 1 and case No. 4, and clinically in 
cases 2 and 3. While glucagon and epinephrine 
produce a similar clinical response, they have 
quite different actions. The only similar action 
of these two substances is that they promote liver 
glycogenolysis by activating liver phosphorylase. 
When epinephrine is injected, it increases lactic 
acid production in the liver and muscle. Admin- 
istering glucagon does not increase lactic acid 
and may even produce a slight fall. 
Epinephrine stimulates muscle glycogenolysis 


and may decrease peripheral glucose utiliza’ on, 
Ei ea. 


Epinephrine also is a weak stimulant of AC CH 
production and has many autonomic and he jo- 


This does not occur when glucagon is 


dynamic actions. Glucagon has so such eff 

Van Itallie states that after epinephrin 
injected, the muscles are depleted of rlye 
He bei 
that “its role cannot be simply to transfer 


and the respiratory quotient falls. 


cose from the liver to the periphery since 
action tends to exclude glucose from the extr; 
hepatic tissues.” It may be that as an emergene) 
mechanism to help combat hypoglycemia, epine- 
phrine acts to insure maintenance of the supply 
of carbohydrate to the central nervous systen), 
From our observations we believe that gliuca- 
gon is an excellent hyperglycemic agent. It may 
be used by intelligent parents of juvenile dia 
betics. Glucagon is a valuable adjunct in the 


management of brittlg juvenile diabetics and the 


hypoglycemic infant of the diabetic mother. 


CONCLUSIONS 
We concur with other investigators that gluca- 
gon is an effective hyperglycemic agent. It is a 
valuable home aid for use by select, competent 
parents to treat hypoglycemia in juvenile dia- 
beties who cannot swallow oral feedings. Its use 
for the hypoglycemic infant of the diabetic 
mother warrants further investigation. 
6354 N. Broadway 
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The Physician’s Lien 


Warrer L. OBLINGER, ASSOCIATE COUNSEL, SPRINGFIELD 


‘tm of the most vexatious of medicolegal 
problems, so far as the average medical 
practitioner is concerned, has been the nonpay- 
ment of medical fees for services rendered in 
personal injury suits. Many members of this soci- 
ety have raised the question as to why a physi- 
cian may not have a lien on the cause of action 
and be protected in the final settlement of the 
patient's lawsuit, 

The solution to this problem was presented to 
the Illinois General Assembly by the Illinois 
State Medical Society this year in SB 1001, 
which was adopted by both houses. It was signed 
by the Governor on July 23, 1959. Now the phy- 
sician, along with the attorney and hospital, each 
has a lien in the maximum amount of one-third 
of any recovery of the patient. 

SB 1001 is as follows: 

“Section 1. Every licensed physician practic- 
ing in this State who renders services by way of 
treatment to injured 
rendered under the provisions of the Workmen’s 
Compensation Act or the Workmen’s Occupa- 
tional Diseases Act, shall have a lien upon all 
claims and causes of action for the amount of 
his reasonable charges up to the date of payment 
of such damages. 


persons, except services 


“Provided, however, that the total amount of 
all liens hereunder shall not exceed one-third of 
the sum paid or due to the injured person on 
the claim or right of action, and provided fur- 
ther, that the lien shall in addition include a 
notice in writing containing the name and ad- 
dress of the injured person, the date of the in- 
jury, the name and address of the licensed phy- 
sician practicing in this State, and the name of 
the party alleged to be liable to make compensa- 
tion to such injured person for the injuries re- 
ceived, which notice shall be served on both the 
injured person and the party against whom such 
claim or right of action exists. 

“Notwithstanding any other provision of this 
Act, payment in good faith to any person other 
than the physician claiming or asserting such 
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tien prior to the service of such notice of lien 
shall, to the extent of the payment so made, bar 
or prevent the creation of an enforceable lien. 
Service shall be made by registered or certified 
mail or in person. 

“Section 2. The lien of any such licensed phy- 
sician practicing in this State shall, from and 
after the time of service of the aforesaid notice, 
attach to any verdict, judgment, or decree se- 
cured in any suit or action by the injured party 
based on the negligent or wrongful act, and to 
any money or property which may be recovered 
hy compromise settlement, or in any suit or ac- 
tion brought by such injured person on account 
of such claim or right of action. In case of death 
of the injured person, the lien shall attach to 
any money or property which may be recovered 
by compromise settlement, suit, or action on 
account of injuries not resulting in the death 
of the injured person, or to any verdict, judg- 
ment or decree in any suit or action brought by 
the estate of the injured person against any 
other person for the recovery of damages on ac- 
count of injuries not resulting in the death of 
the injured person. 

“Section 3. Any party to a cause pending in a 
court of record against whom a claim shall be 
therein asserted for damages resulting from in- 
juries shall, upon request in writing, be per- 
mitted to examine the records of the physician 
in reference to the examination and treatment of 
the injured person. Any physician claiming a 
lien under this Act shall, within 10 days of being 
~o requested in writing by any such party, fur- 
nish to such party or file with the clerk of the 
court in which the cause is pending, a written 
statement of the nature and extent of the inju- 
ries sustained by-and the treatment given to the 
injured person by such physician and the his- 
tory, if any, as given by the injured person, so 
far as shown by the records of the physician as 
to the manner in which the injuries were re- 
ceived, 


“Section 4. Any party against whom a claim 
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shall be therein asserted for damages resulting 
from injuries, shall, upon request in writing, be 
permitted to examine the records of the physi- 
cian in reference to the examination and treat- 
ment of the injured person, Any physician claim- 
ing a lien under this Act shall, within ten days 
ot being so requested in writing by any such 
party, furnish to such party, a written statement 
of the nature and extent of the injuries sustained 
by and the treatment given to the injured person 
by such physician and the history, if any, as 
given by the injured person, so far as shown by 
the records of the physician as to the manner in 
which the injuries were received. 

“Section 5. Should any physician fail or re- 
fuse to give or file a written statement in con- 
formity with and as required by Sections 3 and 
4 hereof, after being so requested in writing in 
conformity with Sections 3 and 4 hereof, the 
lien of such physician shall immediately become 
null and void. 

“Section 6. On petition filed by the injured 
person or licensed physician practicing in this 
State, any court of competent jurisdiction shall, 
on written notice to all interested adverse par- 
ties, adjudicate the rights of all interested par- 
ties and enforce their liens; provided that noth- 
ing herein contained shall affect the priority of 
any attorney’s lien under ‘An Act creating at- 
torney’s lien and for enforcement of same’ filed 
June 16, 1909, as amended; provided further, 
that nothing herein contained shall give priority 
to liens of nonprofit hospitals and hospitals 
maintained and operated entirely by a county 
rendering treatment and maintenance to injured 
persons, approved July 19, 1939, as amended.” 

SB 1001 was modeled after the Hospital Lien 
Law and bears a marked resemblance to it. It 
differs from the Hospital Lien Act in that the 
lien will not attach to claims arising under the 
Workmen’s Compensation or Occupational Dis- 
eases Acts. This is because those acts contain 
provision for payment of medical services. It 
should be noted that in order for the lien to 
come into being, the physician is required : 

1) to serve notice in writing on both the in- 
jured person and on the party against whom the 
claim or right of action exists, setting out: 

(a) name and address of the injured person, 

(b) the date of the injury, 

(c) name and address of the licensed physi- 
cian, 
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(d) name of the party alleged to be liable to 
make compensation to the injured person ‘or 
the injuries received ; 

2) within 10 days after receiving a request in 
writing from the person against whom the claim 
for damages is asserted, furnish a written state- 
ment of the nature and extent of the injuries 
sustained by, and the treatment given to, the in- 
jured person by such physician, and the history, 
if any, as given by the injured person so far as 
shown by the records of the physician as to the 
manner in which the injuries were received. Fail- 
ure or refusal to file such a written statement 
results in the loss of the lien. 

SB 1001 is a statutory lien which attaches to 
the patient’s claim or cause of action, known in 
the law as a chose en action. It did not exist at 
common law and in fact, differs from common 
law liens in that the creditor does not have pos- 
session of the property. It depends solely upon 
the language of the statute and can be enforced 
only by compliance with the statute. 

It will be noted that the physician’s lien is 
made subordinate to the attorney’s lien. It might 
be well to explain that the lawsuit or cause of 
action is the work product of the attorney. With- 
out the attorney’s services, the claim never comes 
to fruition and hence there are good and valid 
reasons to give first recognition to his lien. It 
will be noted that the attorney’s lien is limited 
to one-third of the settlement or recovery. While 
the language of the statute recognizes the ex- 
istence of the hospital lien it should be noted 
further that it does not have priority over the 
physician’s lien. Nor does the statute give the 
physician’s lien priority over the hospital lien. It 
is suggested that no difficulty or conflict should 
arise in connection with these liens because each 
is limited to one-third of the recovery of the pa- 
tient-client. 

It is possible that the physician’s fee for sery- 
ices to the patient may exceed one-third of the 
patient’s settlement or recovery, in which case 
the physician will be protected only to the extent 
of one-third thereof. In this situation, it will 
behoove the physician to employ other means to 
protect himself. If he is forewarned that there 
is going to be a settlement and the patient is 
not co-operative, we would suggest that an at- 
torney be consulted so that legal action can be 

instituted—possibly 
ete. 


attachment, garnishment, 
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The General Assembly also passed HB 1280 
which was subsequently approved by the Gover- 
nor. This bill created a physician-patient privi- 
leged communication in the form of a prohibi- 
tion on the physician from making any disclo- 
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. State- 
a sures of information received in treating the 
he in patient. The Act contains exceptions to the priv- 
istory. ilege, one of which provides that there shall be 
far as no privilege in civil suits brought by or against 
to the the patient. A strict construction of HB 1280 
Fail would seem to limit the creation of the lien pro- 
-ment vided for by SB 1001 until after the patient has 
filed his lawsuit. One of the problems sought to 
es to he solved herein, however, is the situation where 
vn in the patient or his attorney settles the suit with- 
ist at out going to Court. Section (2) above specifical- 
anion ly states that “the lien of any such licensed phy- 
pos- sician practicing in this State shall, from and 
pon after this time of service of the aforesaid notice, 
reed attach to... any money or property which may 
be recovered by compromise, settlement o 
n is Section (1) provides that “every licensed physi- 
ight cian . shall have a lien upon all claims and 
e of causes of action ” Section (4) refers only 
‘ith- to the claim for damages and provides the means 
mes for disclosing the physician’s records. It would 
alid appear therefore that the physician’s lien at- 
It taches to the claim on which suit has not been 
ited filed as well as on a cause of action and that sec- 
hile tion (4) in effect is another exception to HB 
_. 1280. The courts might also find that since SB 
ted 1001 was signed on July 23, 1959, it in effeet 
the amends HB 1280 which was approved by the 
te Governor on July 22, 1959. In the circum- 
It stances, we are of the opinion that SB 1001 is 
tld not affected by HB 1280 so far as the creation 
ch of the lien is concerned. We wish to point out. 






however, that the physician must not furnish 







. any information not specifically authorized by 
is SB 1001, particularly any history of the injury 
¥ related by the patient at the time of treatment, 
ms unless such statements are spread on the physi- 
1 cian’s records. We believe that as time passes, 
il attorneys for claimants will in the interest of 
" their clients be more zealous in their efforts to 
e protect the physician’s interests in this situation 
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and that the physician’s lien will not be widely 
used. Most responsible attorneys now seek to 
protect the physician’s interest and many insur- 
ance companies make one of their settlement 
checks out to the physician and the patient. 

A suggested form of physician’s lien notice is 


as follows: 


NOTICE OF LIEN 
In favor of John M. Jones, M.D. 
1424 Chesinut Street 
Springfield, [linois 
Dated this day of — —, 19 





-, whose ad- 
. has a claim. 


I am advised that — 
dress is 
right, or cause of action against you for injuries 
received, resulting from an accident on or about 

You are notified that I claim a lien upon such 
claim, right, or cause of action for reasonable 
charges for medical services rendered said - 

: on account of said injuries, 
the total amount of such lien not to exceed one- 
third (1/3) of any sums due or paid to such 
injured person by compromise, settlement, or 
satisfaction after the satisfaction of any attor- 
nev’s lien, if any. 

This lien is claimed pursuant to an Act pro- 
viding for a lien for physicians rendering treat- 
ment to injured persons approved July 23, 1959 
(Chap. 82. Sec, 101.1 Tl. Rev. Stats., 1959.) 

Money paid in settlement of this claim or in 
settlement or payment of any judgment or de- 
cree on this claim is subject to this lien, and be- 
fore making settlement, you should consult with 
me and see that this lien is satisfied. 

Signature 
(This notice to be served on both the injured 
person and the parties against whom such claim 
or right of action exists, by registered mail or in 


person. ) i 
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Exxtragenital Chorioepithelioma 
of the Male 
Report of Two Cases 


Jerry Kayne, M.D., Cuicaco 


Seen of the male usually is a 
primary tumor of the testes. Now and then, 
however, it occurs as an extragenital primary 
lesion in such locations as the anterior medias- 
tinum,! retroperitoneal tissues,** and urinary 
bladder.* Microscopic study of serial block see- 
tions is essential to rule out the testes as the 
origin of a chorioepithelioma. It has been felt 
that a primary testicular lesion may have under- 
gone involution or regression and resulted in 
scar tissue, small cysts, or fibrosis. Therefore, a 
thorough study of the testes is essential, before 
the diagnosis of extragenital chorioepithelioma 
can be made. The following two cases are added 
to the present 16 accepted cases. 

O. S., a 46 year old white male, was first seen 
March 18, 1950. He was a well nourished and 
well developed individual, 74 inches tall, and 
weighing 23614 pounds. His only complaint was 
the sensation of a mass in the left neck region 
of only one week’s duration. Past history was 
essentially negative, except for bilateral hernior- 
raphy in 1920 and hemorrhoidectomy in 1945. 


86. 


The only positive finding revealed by complete 
physical examination was a walnut sized, firm, 
nonmovable mass, not tender, in the left lower 
neck region. ‘There were diffuse soft rales and 
increased breath sounds throughout both lungs. 

Beeause it was felt that this was a malignant 
metastatic lesion without any obvious primary, 
the patient was hospitalized at Edgewater Hos- 
pital for further diagnosis. Two days after ad- 
mittance, the mass in the neck had increased in 
size to that of a lemon. The following were the 
essential pre-operative blood count 
was normal; electrocardiagram revealed right 
bundle branch block; urinalysis revealed 10-11 
R.B.C. per H.P.F.; X-ray of the chest revealed 
multiple round metastatic lesions in both lung 
fields resembling a carcinomatous metastasis. 

A biopsy of the mass in the neck under local 
anesthesia was performed by Dr. Philip Kaplan, 
March 21, 1950, in which he removed a large 
portion of the tumor through a left supraclavic- 
ular incision. The pathological report revealed 
the tissue to be metastatic carcinoma markedly 


findings : 
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anaplastic, probably a chorioepithelioma. ‘The 
Aschhiem-Zondek test performed at that time 
was strongly positive. 

Repeated X-ray films of the chest taken several 
days apart revealed a marked and rapid increase 
in the size and number of the metastatic lesions. 
They began to have a soft round snowball-like 
appearance. Within 2 days after admittance the 
patient developed a harsh severe cough with 
marked pain in both lung fields. Three weeks 
after the patient was first seen he complained 
of pain in both breasts. ‘The breasts enlarged 
rapidly and became tender. ‘There was a rapid 
downhill chest pain, 
cough, dyspnea, and episodes of bloody expectora- 
tion. Patient died April 23, 1950, five weeks 
after first seen. 


course with increasing 


AUTOPSY REPORT 


Autopsy revealed the following positive evi- 
dence: A mass 1014x7x6 cm. in the retroperi- 
toneal space just below the bifurcation of the 
aorta in the greater pelvis. It was hemorrhagic, 
granular, somewhat nodular, and slightly soft. 
Microscopie examination revealed the mass was 
infiltrating into nearby muscle tissue and resem- 
bled chorioepithelioma. ‘The mass in the neck 
from which the biopsy had been taken was simi- 
lar in nature and microscopic structure. Re- 
gional lymph nodes were not involved. Metastatic 
lesions were found in both kidneys, lungs, and 
adrenals. Gynecomastia was present. Careful ex- 
amination of the prostate, seminal vesicles, sper- 
matic cord, epididymus, and testes failed to re- 
veal the presence of any tumor. Numerous mi- 
croscopic sections of the testes failed to reveal 
any deviation from normal. 

J. O., a white male, aged 60, well developed, 
weight 186 pounds, 66 inches tall, was first seen 
Noy. 16, 1956, with a complaint of dyspnea of 
iwo weeks’ duration. There was a slight nonpro- 
ductive cough of similar duration of which the 
patient did not complain. Complete physical 
examination was essentially negative except for 
rales, harsh breath sounds, and diffuse wheezes 
throughout both lungs. X-ray examination at 
that time revealed multiple small snowball-like 
lesions throughout both lungs. These findings 
were so strikingly similar to those of case I, a 
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diagnosis of chorioepithelioma was considered 


immediately. 

The patient was hospitalized at Edgewater 
Hospital Nov. 23, 1956 for further examination 
and work-up. Aschheim-Zondek test was strongly 
positive. Blood count, urinalysis, I.V.P., and 
stool were essentially normal. Blood chemistry 
studies and cephalic flocculation were normal. 
Blood pregnandiol was extremely high. Sputum 
Was positive for cancer cells. Shortly after hos- 
pitalization, repeated X-rays of the chest re- 
vealed that the metastatic lesions were becoming 
larger and they have a snowball-like appearance. 
The patient’s breasts became enlarged and tender. 
Patient died Dee. 23, 1956, five weeks after first 


being seen. 


AUTOPSY REPORT 


Autopsy examination revealed metastatic cho- 
rioepithelioma of the pericardium, pleura, lungs. 
liver, and peribronchial lymph glands. No pri- 
mary tumor was found. An extensive examina- 
tion, gross and microscopic of the kidneys, 
epididymis, and testes revealed no abnormal 
findings. 


SUMMARY 


1. Two cases are presented of extragenital 
chorioepithelioma in males, as proved by careful 
dissection and microscopic examinations of the 
urogenital system, with no primary lesion evi- 
dent. 

2. Findings in common were gynecomastia, 
positive Aschheim-Zondek test, and rapid down- 
hill course with expiration within five to seven 
weeks from the time the first symptom was noted. 

3. The pulmonary symptoms due to rapid me- 
iastases to the lungs with typical large snowball- 
like lesions were so obvious that diagnosis was 
suggestive on X-ray findings. 
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Clinical-Surgical Conferences , 


Moderator: 
RosertT J. FREEARK, M.D. 
Director of Surgical Education 
Cook County Hospital 
Discussants: 
LEONARD Carbon, M.D. 
Associate Professor of Medicine, Northwest- 
ern University Medical School; Attending 
Physician, Cook County and Mt. Sinai Hos- 
pitals 
E. LEE Strout, M.D. 
Associate Clinical Professor of Surgery, Uni- 
versity of Illinois College of Medicine; At- 
tending Surgeon, Presbyterian-St. Luke’s 
and Cook County Hospitals 
Witus G. DirFENBAUGH, M.D. 
Associate Clinical Professor of Surgery, Uni- 
versity of Illinois College of Medicine; Asso- 
ciate Attending Surgeon, Presbyterian-St. 
Luke’s and Cook County Hospitals 

Dr. Robert J. Freearl:: Abscesses of the liver 
seldom are encountered in present day surgical 
practice. The widespread use of antibiotics in 
treating abdominal infections undoubtedly is re- 
sponsible for the rarity of these lesions. But 
they still occur. Always a diagnostic problem, 
the modifications in their clinical course result- 
ing from antibiotic therapy intensify their insid- 
ious and baffling characteristics. Two recent ex- 
periences with the problem on the wards of 
Cook County Hospital have served as timely re- 
minders of their continued occurrence. 

Any patient with hepatic abscess needs an as- 








Hepatic Abscess 


Department of Surgery 
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tute diagnostician. Of equal importance to re- 
covery is a surgeon skilled in the therapy of this 
condition. Mindful of this need, we have assem- 
bled for this conference three members of our 
own staff who are eminently qualified to discuss 
the problem. Dr. Leonard Cardon has long been 
a highly regarded internist on the medical wards 
of this hospital. His diagnostic skill, broad ex- 
perience, and therapeutic wisdom are unsur- 
passed in an institution long revered for its bril- 
liant clinicians. I well remember, as an intern 
at this hospital, the rewards of rounds with Dr. 
Cardon. 

Our surgical department is represented by a 
team whose individual and collective reputations 
would be difficult to duplicate. Dr. E. Lee Strohl 
and Dr. Willis G. Diffenbaugh are completing 
their first year as staff members of this hospital. 
Already they have earned the respect and ad- 
miration of the residents, and staff 
members. These outstanding surgeons, with a 
unique facility for teaching and clinical research, 
have authored numerous valuable  contribu- 
tions in the surgical literature. Recently they 
reviewed the subject of hepatic abscess as it is 
encountered in the private institution in which 
they worked. We are pleased to have them on our 
staff and as discussants in this conference. 

Case 1. 

Dr. Roy Cooksey (Surgical Resident): This 

16 year old Negro male car washer entered Cook 


interns, 
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Figure 1 


County Hospital on July 18, 1959, after four 
days of acute epigastric pain that was sharp, 
constant, and nonradiating. No relationship was 
elicited to food ingestion or position changes. 
Anorexia had existed for the four days prior to 
admission, but vomiting, diarrhea, chills, and 
fever were denied. His health had been good 
with the exception of a hospitalization eight 
years ago for a similar pain associated with 
jaundice that was diagnosed as hepatitis. The 
patient admitted to periodic alcoholic excesses. 

Physical examination was not remarkable ex- 
cept for a large, poorly delineated mass in the 
right upper quadrant which felt cystic and was 
extremely tender. Vital signs were normal with 


the exception of a rectal temperature of 102° F. 


on admission. 

'The hemoglobin was 97 per cent, white blood 
cell count 9,950 with 78% neutrophils and 22° 
lymphocytes. Urinalysis, liver profile, cholecys- 
togram, and serum and urine amylase were nor- 
mal. Barium studies revealed an epigastric mass 
displacing the stomach laterally and inferiorly 
and the left half of the colon downward (Figures 
1, 2, and 3.) Proctoscopic examination was nega- 
tive. 

Fever and abdominal tenderness responded 
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Figure 2 


Figure 3 





slowly to large doses of terramycin. On August 
5, 1959 exploration was carried out with a ten- 
tative diagnosis of pancreatic pseudocyst. 

Dr. Freeark: We suffered greatly from gun- 
barrel vision in this case and could see little else 
than a pancreatic pseudocyst with secondary in- 
fection as the cause of this man’s difficulty. A 
pancreatic mass seemed certain with his history 
of chronic alcoholism, displacement of the stom- 
ach on X-ray study suggesting a cyst presenting 
through the gastrohepatic omentum, together 
with very fine calcifications just anterior to the 
first lumbar vertebral border. The normal amyl- 
ase determinations were disturbing but not in- 
compatible with this diagnosis. The surgeons 
were somewhat miffed at the time of exploration 
when, on enlarging the left paramedian incision 
io the upper part of the abdomen, they came in- 
to a pocket of pus. On further exploration, it 
was found to occupy the left side of the liver 
and even extended over to the right lobe. 

We admit to a diagnostic and perhaps thera- 
peutic error. Dr. Cardon, will you give us your 
impression of this case and your experience in 
this condition ? 

Dr, Leonard Cardon: As Dr. Freeark has said, 
liver abscess is not a condition commonly seen 


in private practice. In a practice of 25 years I 
have had occasion to see but a half a dozen cases. 
The history in this case is as little related to the 
diagnosis of liver abscess as you would want to 
have it. Most of the things we do expect to have 
are not present. Actually, all we have is tempera- 


ture on admission and a tender mass in the 
epigastrium. Usually we expect to find marked 
leucoeytosis and neutrophilia. The only sugges- 
tion of what was really going on here was given 
by the roentgenogram where, in hindsight, it 
seems that the mass is continuous with and as- 
sumes the outline of the liver. When you have an 
abscess of the liver, the findings on X-ray are 
like this. There may be some pressure defect on 
the lesser curvature of the stomach and some- 
times on the duodenum. Liver abscess might 
have been considered because of the extension 
and general shape of the mass. Otherwise the 
clinical picture was not at all what we would 
expect with liver abscess. 

Dr. Freeark: Dr. Diffenbaugh, would you in- 
terrupt here to throw a little light on the origin 
of liver abscess and then we will get back to the 
diagnostic problems it presents ? 
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Dr, Willis G. Diffenbaugh (at the bi ck- 
hoard) : Pyogenie liver abscesses may come a out 
in five different ways. Most frequent is by sp 2ad 
through the portal venous system, which dr ins 
all areas of the abdomen where suppuratio | is 
encountered. In the light of the numerous ib ee- 
tious problems occurring in the abdomen, «is 
surprising that liver abscess is not more pr: va- 
lent. Exploration in a suppurative area ust 
shower the liver with septic emboli. A’ second 
route of infection is by bacterial spread through 
the hepatic arterial system, as might oceur in 
subacute bacterial endocarditis. Third, suppura- 
tion in the bile ducts may lead to liver abscess, 
The fourth route of infection is through the 
lvmphaties from neighboring organs, such as the 
gall bladder, when these organs are the site of 
infection. A fifth means of producing pyogenic 
liver abscess is trauma, with destruction of 
liver tissue and secondary infection of this daim- 
aged tissue by the bacterial flora of the liver. 


The surgeon here encountered a liver abscess, 
probably unilocular, that could be drained and 
cured, Pyemic and pylephlebitic abscesses usual- 
ly are small and multiple and are best treated 
medically with high doses of antibiotics. Cho- 
langitic abscesses usually are multiple and small 
also but they may heal with surgical drainage of 
the infected gall bladder and biliary tract in ad- 
dition to antibiotic therapy. 


Dr. Freeark: We will admit that this case is 
atypical. Dr. Cardon, what do you usually en- 
counter in the clinical picture of hepatic abscess ? 


Dr, Cardon: In most cases there will be fever, 
chills, pain, and tenderness of the hepatic area: 
the liver usually is enlarged and there is often 
some guarding of the right upper rectus muscle. 
Abdominal findings are especially likely to be 
present if there is moderate or marked leucocyto- 
sis and if neutrophilia and positive X-ray find- 
ings are present. If the abscess is in the right 
lobe there is elevation, irregularity, and limited 
mobility of the right diaphragm, but on the left 
side there may be a pressure defect on the 
stomach and duodenum; and gas shadows or an 
air fluid level may be seen. We had a case here at 
County some years ago in which one of the at- 
tending men, on examining what was thought to 
be empyema of the chest, noted that the central 
portion of the area of dullness had a tympanitic 
quality and he diagnosed a liver abscess, which 
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wa. correct. So a tympanitic quality on percus- 
sion of an area of consolidation might be impor- 
tall. 

This is all very good on paper but we must 
remember that enlargement of the liver often is 
upward and many abscesses occur in the dome of 
the liver, associated with pleural fluid and em- 
pyenia, and you may not feel the liver edge on 
abdominal palpation or see that enlargement of 
the liver shadow on roentgenogram. If the en- 
largement of the liver is downward, then often 
there is associated tenderness and abdominal 
rigidity which preclude palpatory evidence of 
the liver edge. You will not feel the liver en- 
largement unless you know about feeling with 
both hands, one on the back and one on the front. 
Or, if a mass is detected, it may be misinter- 
preted as a large gall bladder. Many cases have 
heen operated upon with a provisional diagnosis 
of empyema of the gall bladder. 

Diagnosis of liver abscess is difficult and usu- 
ally some other condition is considered more 
likely. It may be mistaken for renal or perirenal 
abscess, subphrenic abscess, carcinoma of the 
stomach, leaking duodenal ulcer, appendiceal ab- 
scess, typhoid fever, hepatitis, or some other 
acute abdominal catastrophe. After a period of 
a week or more of observation, and particularly 
if the patient is not too sick to have X-ray study, 
then diagnosis can be established in most cases. 
Absence of jaundice is important because it rules 
out cholangitis, and absence of a palpable gall 
bladder tends to rule out an acute gall bladder or 
pericholecystic abscess. 

In the differential diagnosis of hepatic abscess, 


pylephlebitis must be considered. You may have 


a history of suppurative appendicitis or some 
other disease of the gastrointestinal tract in 
which the onset is acute with violent fever, chills, 
sweats, pain, and tenderness extending upward 
from the region of the appendix toward the liver. 
The liver tends to be enlarged and more tender 
in pylephlebitis; leucocytosis and signs of sepsis 
are more marked, and jaundice is more frequent 
than in a solitary abscess. In solitary abscess, 
jaundice is rare except terminally. Also in a soli- 
tary abscess there is a more insidious onset. 
‘There may be no discoverable antecedent focus 
of infection in the abdomen. An antecedent 
focus may be apparent in some cases. 

We had a Negro boy vears ago, about 17 years 


of age, who had appendicitis and abscess forma- 


lor February, 1960 


tion that had been operated upon one year pre- 
viously. He came in with a huge mass, tender, 
Huctuant, adherent to the skin, located in the 
epigastrium. When that occurs you can use a 
needle to explore and find pus and make the 
diagnosis. In another case a man was shot some 
20 vears previously. He came into the hospital 
and died, and postmortem: showed a huge liver 
abscess. Posimortem  roentgenograms — showed 
fragments of a bullet in the wall of the abscess. 
This is like the brain abscesses seen in soldiers 
hit by shrapnel; the condition may remain dor- 
mant for 10 to 20 years until an acute flare-up 
occurs and the patient dies of an acute brain ab- 


Scess, 


As for amebic abscess, you often cannot differ- 
entiate it from a solitary pyogenic abscess. It 
usually is considered to be single, but in half the 
cases multiple abscesses exist. The onset is in- 
sidious, the course is more chronic, and the pa- 
tient is not so acutely ill as in hepatic abscess. 
Chills are not as common and symptoms may not 
appear for a long time. The most important 
thing in the diagnosis is a history of dysentery 
and the finding of amebas or cysts in the stool or 
sputum. However, in one patient with a history 
of dysentery for months, chills, fever, sweats, 
high alkaline phosphatase before he became jaun- 
diced, there was a large mass in the right upper 
quadrant that was interpreted as liver. The lab- 
oratory reported cysts in the stool and the diag- 
nosis was made of amebic abscess of the liver. 
He was operated upon, and at surgery was found 
to have carcinoma of the head of the pancreas. 
Response in such a situation to emetine or chlo- 
roquin as a therapeutic test may be decisive. 

Subphrenic abscess gives more pain and it 
radiates to the scapula or tip of the shoulder. 
Chills and fever are less common. X-ray study is 
more helpful because the diaphragmatic motion 
is absent. In fact, there is no mobility of the dia- 
phragm at all, in contrast to hepatic abscess 
where mobility is only impaired. 

Gall bladder disease frequently comes under 
consideration. You may have a history of previ- 
ous attacks; constitutional symptoms are not so 
marked but nausea and vomiting are more com- 
mon and there is localized tenderness. You may 
be able to feel the gall bladder, so that differen- 


tiation from liver abscess is not difficult. You do 
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not have liver enlargement unless you misinter- 
pret the palpable gall bladder as liver edge. Com- 
mon duct stone with cholangitis produces more 
nausea, vomiting ; and jaundice ; less enlargement 
and tenderness of the liver; and no significant 
elevation, irregularity, or immobility of the dia- 
phragm. 


You may have to differentiate from pneumo- 
nia. There may be chills, fever, sweats, sudden 
onset, restricted motion of the diaphragm, dull- 
ness over the lower chest, dyspnea, cough, and 
expectoration. So you can see why a diagnosis 
of pneumonia might be entertained. Again, the 
question of liver enlargement and upward dis- 
placement of the diaphragm is important. If the 
sputum contains amebas and if it is anchovy 
sauce in appearance the diagnosis is settled right 
then. 

You must consider also systemic infections 
such as septicemia, pyemia, subacute bacterial 
endocarditis, typhoid, infectious mononucleosis, 
lymphoma, malaria, specific infectious diseases, 
acute hepatitis, leptospirosis, and miliary tuber- 
culosis, 

Echinococcus cyst with suppuration is rare 
here, but not long ago we had a patient of Greek 
parentage who had such a huge cyst. I also re- 
member a patient from Palestine who had the 
picture of Charcot’s triad. He was operated up- 
on with a diagnosis of common duct stone, and 
in that duct there were three small echinococcus 
cysts moving up and down and producing inter- 
mittent jaundice and fever. A recheck of his 
chart showed 30 per cent eosinophils. 

How about exploratory puncture for diagnosis 
in these cases? It is potentially dangerous be- 
cause you may infect the pleural or peritoneal 
cavity as you withdraw the needle from the ab- 
scess. However, if the patient is like the 17 year 
old boy I mentioned with the mass fluctuant and 
pointing through the skin, you can introduce a 
needle with little danger. You may be able to do 
a low thoracentesis and find typical reddish- 
brown pus with amebas in the pus. Occasionally 
you might take a chance of exploring the costo- 
vertebral angle with a needle. In general, ex- 
ploratory puncture is avoided except at operation. 

What about 


must do this carefully because it can be done 


exploratory laparotomy? You 


several times in the same patient and the abscess 


will be missed. | want to cite three cases. In 01 
three operations were done and the liver abse: 
was missed. The first was the case of a 17 y« 
old white boy in whom perinephric abscess 
suspected. He was operated upon by an excelle 
surgeon. Renal incision was made and no pe 
nephric abscess was found. The incision was © <x- 
tended anteriorily and examination of the geil 
bladder showed it to be smooth and shiny. The 
hoy was closed up. That was in January 1953, 
On February 25, 1953, he suffered from continu- 
ing chills, fever, sweats, and toxicity, and was 
operated upon while apparently in extremis 
emaciated, febrile, and very ill. At this time a 
small subhepatic abscess was found at the hilwin 
of the liver. It was drained but the patient did 
noi improve. A third operation was done on 
March 8, 1953, as a desperate measure. This was 
a Sunday morning and the surgeon announced 
that exploration was negative and there was no 
evidence of abscess. He turned around to wash 
his gloves before closing the abdomen and the 
resident who was assisting decided to put his 
hand in and feel around. He accidentally broke 
into a huge abscess between the leaves of the 
coronary ligament at the dome of the liver, and 
1,500 ce. of foul smelling E. coli pus were evac- 
uated. The boy had severe peritonitis but recov- 
ered and is well today. This abscess had been 
confined between the leaves of the coronary liga- 
ment. It was up so high that biopsy of the lining 
of the abscess could not be done When there is 
abscess in that location it can be overlooked even 
by careful surgeons. 

The second case was a woman of 50 who was 
seen with a diagnosis of liver abscess, Everything 
pointed to that except that the surgeon did not 
find the lesion. I was asked to see her. She was 
having daily chills, fever, and sweats. She had 
traveled to Florida shortly before, and I thought 
of malaria. Her physician said he had been in 
the South Pacifie during the war and that he 
cculd smell malaria 10 miles away, but we put 
her on chloroquin anyway. Her temperature 
came down to normal and we said she was cured. 
She went home on medication but when she ran 
out she had trouble again. She then went some- 
where else where they reoperated and a huge 
abscess of the liver was found and evacuated. 

A third case was seen at this hospital and was 
operated upon with a diagnosis of acute gall 
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bladder disease. An acutely inflamed gall bladder 
removed but the patient continued a septic down- 
hil! course. Postmortem revealed a huge liver 
abscess replacing the entire right lobe of the 
liver. 

So, the diagnosis often is not settled even on 
exploratory laparotomy. You must understand 
that this is possible and be very careful about 
closing a patient, 

| would like now to say a few words about dif- 
ferential diagnosis in the elderly patient with 
episodes of heart failure. Such a patient may 
come in with a tender mass in the right upper 
quadrant and you will think it is a congested 
liver, except that occasionally it will turn out 
io be a huge empyema of the gall bladder which 
must be operated and drained. In one old lady 
with a tender mass and septic fever it was a huge 
pvonephrotic mass of the right kidney with 
stones. A patient with obstruction due to carci- 
noma of the head of the pancreas may have 
chills, fever, sweats, high white count, and high 
alkaline phosphatase for weeks before jaundice 
appears, We have had two such cases, 

You can, therefore, that 
everything it should not have if it is a liver ab- 


see this case has 
scess, as is often the case, 

Dr. Freeark: That was an excellent discussion 
of the diagnostic possibilities. In many ways this 
case is typical of hepatic abscess as encountered 
by the surgeon. You either stumble on it inad- 
vertently or, as in our next case, strongly suspect 
it, and have difficulty proving it. Dr. Strohl, 
what about the contributions of the surgeon to 
this problem ? 

Dr. E. Lee Strohl: There is little for a sur- 
geon to say after this excellent discussion. I 
thought this would be a pseudocyst of the pan- 
creas on looking at the roentgenograms and hear- 
ing the history. I too would have stubbed my 
toe. I would not criticize anybody for having 
done this operation. 

What do we do in such a situation? I would 
not agree with Dr. Cardon about not using a 
needle. I think a needle, properly used, is a help- 
ful tool in the differential diagnosis of tumor in 
this particular area. We have done it successfully, 
but I warn you that it is not advantageous if 
there are multiple liver abscesses because they 
usually are small and may not be found with an 
aspiration needle. We have found that liver ab- 
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scesses are rather selective as to where they form. 
The right lobe is eight times more frequently the 
location than the left. Therefore, in this partic- 
ular patient I would think a liver abscess on the 
left side of the abdomen even less likely. 

Dr. Diffenbaugh and I have had nine patients 
with liver abscess that differ slightly from the 
patients Dr. Cardon has described. The onset of 
pyogenic liver abscess usually is insidious with 
several weeks of malaise, fever, and anorexia. 
Chills and liver pain, however, develop suddenly. 
Repeated daily chills are uncommon. Chills usu- 
ally occur for two or three days, then cease, recur 
at a later date, and are followed by increase in 
fever and profound malaise. Pain is constant, 
dull, and located directly over the liver. In the 
early stages, it may be diffuse over the liver, sim- 
ilar to the liver pain of congestive heart failure. 
Such pain is supposed to be due to distention of 
the liver capsule. It becomes localized to one area 
of inflammatory involvement of the liver capsule 
at a later date. Some physicians aspirate with 
a needle at the site of localized tenderness. Pain 
may not be present at the onset of illness but it 
is the dominant complaint at the time of hospital 
admission, which usually is one to three weeks 
aiier the onset of the disease. 

I would never have made a diagnosis of pyo- 
genic abscess of the liver in the patient pre- 
sented, but I completely agree on abdominal ex- 
ploration being indicated. We were taught that 
exploration was something to be feared; that it 
was something to be undertaken only if vou had 
not been able to determine the cause of the dis- 
ease otherwise. But once exploration is attempted 
and pus encountered, what do you do? You have 
burned your bridge behind you in that you have 
free pus in the peritoneal cavity. What to do? 
T would have done nothing more than insert a 
good pack and leave the wound open. This is im- 
portant when you consider what is going to hap- 
pen in this area. Debris will exude from the 
wound and there will be evidence of bile drain- 
age. It is important to keep the skin dry and pro- 
tected or you will have severe irritation. I would 
pack it widely open and then I would pray, be- 
cause I think most of these patients do not sur- 
vive. In our series of nine, seven patients were 
operated upon and two survived. Prior to the 
antibiotic era the outcome was even worse. As 
for multiple abscesses, if you can make the diag- 









nosis then just sit tight and load the patient with 
antibiotic drugs. 

Dr, Freeark: The patient was treated in the 
main as you have suggested. Fortunately he had 
very little drainage and a benign postoperative 
course. [T might say that, unlike the case Dr. Car- 
don mentioned, and in true County Hospital 
fashion, the resident was doing this case and it 
was he who was washing his gloves when the at 
tending surgeon, Dr. Sam = Fogelson, put his 
hand in the wound and ruptured the abscess. 
Smear and culture of the drainage were negative 
for amebas and bacteria. The focus remains un- 
known, 


, 


Dr. William Marshall (Surgical Resident) : 
This 35 year old Negro female entered Cook 


Cuse 


County Hospital on August 28, 1959, with a 
four day history of epigastric and right upper 
quadrant pain associated with repeated emesis. 
Past history revealed similar previous attacks 
suggestive of cholecystitis but chills, fever, jaun- 
dice, and pruritus were denied. 

On admission to the hospital her temperature 
was 100.8° F., pulse rate 112 per minute, blood 
pressure 128/85 mm. Hg. The significant physi- 
cal findings were limited to the abdomen where 
deep tenderness without rebound tenderness was 
present in the right upper quadrant. Bowel 
sounds were active. No masses were palpable. 

The white blood cell count was 9,000, hemo- 
glebin 71. Liver profile was normal except for 
slightly elevated alkaline phosphatase of 4.6 
mg... 

Conservative management, consisting of Le- 
vine suction, broad spectrum antibiotics, and 
intravenous fluids, brought about gradual sub- 
sidence of most symptoms. On September 2, her 
iemperature rose to 101° F. and she developed 
persistent tachycardia, but without significant 
increase in abdominal findings. On September 4, 
the blood pressure dropped to 70/50 mm. Te. 
puise rate was 160 per minute, and temperature 
103.6° F. rectally. Bowel sounds became inactive 
hut the abdomen was not rigid and there was no 
rebound tenderness. The selerae were icteric. 
Serum amylase was normal and the leucoevie 
count was 25,000. 

The patient was taken to surgery. Under local 
anesthesia a partial cholecystectomy and proxi- 
mal cholecystostomy were carried out for acute 
gangrenous cholecystitis with empyema. The 
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Figure 4 


pancreas was normal to palpation, as was the 


common duct. although lack of abdominal relax 
ation limited the reliability of these impressions. 
Following surgery, the patient remained shock) 
with higher fever, deepening jaundice, and 
marked 


drained approximately 100 to 300 ee. every 21 


lethargy. The biliary tract catheter 


hours. The white blood cell count rose to 44.000, 
NPN to 126, 


amylases remained normal. A change of anti 


icterus index to 154, and the 


bioties brought little improvement in her eondi 
tion. Culture of the bile returned FE. coli, en 
{erocoecl, and hemolvtie Staphylococcus albus 
coagulase negative. 

The cholangiograms are shown here (Fig. 4). 
Multiple common duct stones had been left. be- 
hind. 

Dr. Freeark: Dr. Strohl and IT saw this patient 
postoperatively but prior to the performance ot 
the cholangiogram. She was in shock. Dr. Strohl 
made the dogmatic diagnosis of hepatie abscess 
at this point, while we were thinking more in 
terms of ascending cholangitis. At any rate, the 
patient obviously had infection that was not. be- 
ing controlled. We did not know whether there 
was common duct obstruction. 


Dr. Marshall: Wer liver at the time of the first 
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operation was enlarged and mottled but without 
goss evidence of abscesses, 

Dr, Strohl: We would have liked Dr. Cardon’s 
help in this case. I saw her one Saturday morn- 
ing. We thought she had abscess and ascending 
infection because she was tender over the entire 
liver, She was extremely ill and also had the 
liver abscess facies. Again I thought that prayer 
was indicated, and I told the residents they must 
be heroic with their antibiotic drugs. When | 
suggested the dosage [ thought Dr. Marshall 
would faint. The patient was on 4 gm. parenter- 
ally the first day and L suggested that this be 
doubled. At all events, this patient recovered but 
some physician still has his work cut out for 
him. As T look at this cholangiogram, [ would 
not hurry about going back into this patient's 
abdomen, 

Dr. Freeark: On the large doses of antibiotics 
the patient made a slow but definite recovery, 
After a cooling off period of several weeks, she 
was returned to the operating room where Dr. 
Strohl’s diagnosis was confirmed by the finding 
of residuals of multiple small abscesses on the 
surface of the liver. The common duct was ex- 
plored and the remaining common duct stones 
removed with considerable difficulty. I am happy 
to report that this procedure was well tolerated. 

Dr. Diffenbaugh, is this case similar to those 
you have encountered in your recent review of 
this subjeet ? 

Dr, Diffenbaugh: In the short remaining time 
| would like to run through some slides that are 
representative of the cases we encountered. The 
first slide is an X-ray of a patient with hepatic 
abscess and it serves to emphasize the pleural 
findings on the right side. Rales in this case were 
marked and confused the clinical picture because 
the major disease appeared to be intrathoracic. 
The next slide shows an abscess encountered at 
this hospital that was cholangitic in origin and 
one of a number of liver abscesses. The large 
abscess was drained and the cholangiogram was 
made by injecting the drainage tract. There were 
multiple abscesses communicating through the 
hile duets. 

The next slide illustrates a point Dr, Cardon 
made of the importance of X-ray study. Here 
was a tremendous enlargement of the right lobe 
of the liver, readily noted on a plain film of the 
ibdomen. This can he detected by palpation if 
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the abdomen is not distended or rigid. Otherwise 
this X-ray may be the first clew to liver enlarge- 
ment. Hepatic enlargement may appear suddenly 
and be accompanied by considerable pain. 

The last slides are temperature charts of pa- 
tients with hepatic abscess. As you see, there 
may not be a daily elevation of temperature. 
Many days may elapse before a significant rise 
occurs. MeFadzian explains these temperature 
elevations as due to extension of thrombophle- 
bitis from the area of the abscess They usually 
are associated with a marked chill. Among our 
patients we have noted a wide variation in the 
character of these temperature charts. For ex- 
ample, a patient is shown who recovered after 
iransabdominal drainage of a large pyogenic 
abscess of the right lobe of the liver. This patient 
had a sudden septic type of temperature after 
three weeks of generalized malaise as his only 
symptom. Also, a child of 12 with marked leu- 
cocytosis underwent renal exploration and later 
thoracic exploration in an attempt to localize an 
abscess that subsequently was drained on ab- 
dominal exploration; the child recovered. You 
will notice several days during which the tem- 
perature remained normal. Just to confuse the 
issue, I will show this septic type of temperature 
chart encountered in patients with hepatic ne- 
crosis from either primary or secondary car- 
cinoma involving the liver. At the time of autop- 
sy there was no abscess cavity. 

Of the nine patients in our series, four were 
over 60 years of age. Seven of the nine were op- 
erated and two recovered. McFadzian of Hong 
Kong several years ago reported 14 cases of pyo- 
genie abscess of the liver, all of whom recovered. 
His method of treatment was antibiotic cover- 
age followed by aspiration of the abscess with 
a needle at the point of greatest liver tenderness. 
The aspirated pus was replaced by air which pre- 
vented the abscess cavity from filling with clots 
and also served to outline the extent of the ab- 
scess on subsequent roentgenograms. If there was 
not a prompt improvement, contrast media was 
injected to delineate communicating abscess 
pockets, requiring more adequate drainage. His 
method of treatment and its success merit con- 
sideration. 

Dr. Freeark: Our discussants have certainly 
done a marvelous job on this difficult subject 
and we thank them most sincerely. 
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Indications for 
electroencephalography 


When epilepsy is suspected or when there is 
a possibility of injury to the cerebral hemi- 
spheres, an electroencephalogram may yield valu- 
able information. [The electroencephalogram is 
of little or no practical value for the detection of 
cerebellar or subtentorial lesions. | 

Trauma, infection, vascular disease, and neo- 
plasms commonly produce objective evidence of 
generalized or localized disorder. The abnormali- 
ties that appear are nonspecific for any particu- 
lar etiology, but the rate at which they develop 
or subside (as indicated by serial electroen- 
cephalograms) may aid in arriving at an etiologi- 
cal diagnosis. For example, decreasing abnormal- 
ity is negative evidence of tumor but is consist- 
ent with a vascular accident. 

The location and type of the abnormality indi- 
cate what symptoms are to be expected. If sei- 
zure-discharges are found they will indicate not 
only the type of clinical seizure that is likely to 
occur, but also the medication that has a reason- 
uble chance of preventing the seizures. 

Before the advent of electroencephalography, 
brain injury was thought of as exclusively struc- 
tural. However, we know now that the brain is 
an electrochemical organ and that it can be 


damaged seriously even though its histological 
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structure is not injured. As a matter of fact, 
when there is histological evidence of damage, 
the injury is so severe, almost invariably it is 
associated with destruction of cerebral neurones. 
Symptoms that develop are deficit symptoms due 
to loss of a function. Lesser degrees of injury, 
that are insufficient to kill nerve cells and that 
do not produce histological changes, may leave 
cerebral neurones disorganized and functioning 
abnormally. Such injuries commonly cause a 
state of hyperirritability, or — to use Hughlings 
Jackson’s term “a discharging lesion’ that 
tends to express itself in episodic symptoms con- 
sisting of exaggerated or abnormal functions. 
These symptoms correlate with paroxysmal cere- 
bral dysrhythmia, as indicated in the electroen- 
cephalogram. It may seem strange, but episodic 
symptoms of overactivity and underactivity often 
are more distressing and handicapping than per- 
sistent loss of function. Neurosurgeons obtain a 
therapeutic effect in some cases by converting 
a nonstructural lesion (for example, an epilep- 
tie focus of abnormal electrical discharge) into 
a structural lesion by removing the disordered 
brain area. 

An illustrative case may help make the fore 
going seem less paradoxical and more reasonable. 
A 40 year old man received a blow on the right 
temple. It stunned him but did not, so far as he 
knew, produce unconsciousness. The next day. 
his only symptoms were headache and dizziness. 
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Neurological examination five days after the 
accident was negative. An electroencephalogram, 
recorded at the same time, showed a localized 
avea of slow-activity in the right midtemporal 
and right anterior-temporal region (depressive 
reaction to injury). During the next six months 
this slow-activity changed gradually to a focus 
of spike activity (irritative reaction). The pa- 
tient remained asymptomatic, however. An elec- 
troencephalogram recorded six months later re- 
vealed an increase in the number and voltage of 
spike-discharges in the right anterior-temporal 
region (subclinical epilepsy). One year and two 
months after the accident the patient began to 
have daily confusional attacks and trancelike 
episodes (clinical epilepsy of the phychomotor 
ivpe). This type of seizure is usual in persons 
with a spike focus involving the anterior-tem- 
poral region, 


Certain types of abnormality are seen best 
in the waking state. But no electroencephalo- 
graphic study is complete unless it includes also 
a recording while asleep, because sleep reveals 
abnormalities and types of disorder that are not 
evident in the waking state. A form of epilepsy, 
that has turned out to be the commonest type 
of epilepsy, shows in the electroencephalogram 
during light sleep and almost never in the wak- 
ing state. It is a relatively nonconvulsive form 
of disorder and is more or less characteristie of 
adolescence. The diagnostic abnormality consists 
of 14 and 6 per second positive spikes. These 
are presumed to come from thalamic or hypo- 
thalamic centers that project their activity to 
the occipital and temporal cortex during light 
sleep. Although major convulsions may occur in 
persons with such patterns, the usual symptoms 
are episodes of headache, syncop, 
paresthesia, pain, loss of emotional control, and 


dizziness, 


episodes of visceral and vegetative disturbances 
such as sweating, palpitation, nausea, and vomit- 
ing. No patients have all these symptoms; usual- 
ly the attacks consist of only one or two. Such 
disorder tends to clear up spontaneously in early 
adult life and usually is rendered asymptomatic 
with anticonvulsive medication. It has been ob- 
served to develop after trauma, as a sequel of 
acute and subacute encephalitis, and in some 
cases after supposedly uncomplicated, infectious 
diseases of childhood. The most common pre- 
<umptive cause is trauma, next is encephalitis, 
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but in over 50 per cent of cases the cause re- 
mains unkown. 

An electroencephalogram is an objective bit of 
evidence; its meaning is as demonstrable as the 
meaning of a pathological finding in a blood 
smear. From the correlation of many thousands 
of electroencephalograms with the clinieal find- 
ings this meaning has been developed over the 
last 25 years. 

Electroencephalography shows that epilepsy 1+ 
due to defective voltage production and to im- 
proper release of voltage within the brain. A 
purely clinical definition of epilepsy has become 
too coarse, arbitrary, and artificial to be useful. 
The distinction between idiopathic and sympto- 
matie epilepsy no longer has meaning, unless 
idiopathic is made synonymous with cause un- 
known. If electroencephalographic evidence of 
seizure activity is absent (and in electroen- 
cephalography as in electrocardiography, clinical 
disorder may be present and the tracing may be 
normal) diagnosis must be made on purely clini- 
cal grounds. But when the electroencephalogram 
shows paroxysmal cerebral dysrhythmia of a type 
known to correlate with a certain type of epilep- 
sy, diagnosis can be made on the basis of the 
laboratory findings. Usually the clinical and lab- 
oratory data are not in conflict. There is an im- 
mense amount of concordance. The practicing 
physician will have no trouble understanding 
that in some cases, subclinical epilepsy is a neces- 
sary and correct diagnosis, just as he has no 
trouble with the concept of subclinical gall blad- 
der disease. Electroencephalography can show 
epileptic disorder that is not clinically evident. 

The familiarity that comes with use and 
through communication with a capable electroen- 
cephalographer will allow the physician to add 
electroencephalographic evidence to the clinical 
findings in some of his problem cases and to in- 
erease his understanding. In some cases he may 
find evidence of serious brain disorder when 
neurological examination, pneumoencephalogra- 
phy, ventriculography, and arteriography reveal 
nothing abnormal, and he will be able to help 
his patient by identifying and treating a non- 


convulsive or even subclinical form of epilepsy. 
Frederic A. Gibbs, M.D., 
Professor of Neourology, 
University of Illinois School 
of Medicine. 






Ileostomies and ileoptomists 


The etiology and pathogenesis of ulcerative 
colitis remain obscure, even though the disease 
has been known for more than 100 years. Inter- 
est in this challenging problem has grown recent- 
ly; in part, because of an apparently rising in- 
cidence, but more so, because of the continued 
studies of a small number of physicians, and 
the inspired activity of a few lay people per- 
sons with ulcerative colitis or their parents, rela- 
tives, or friends. This attention, translated into 
effective clinical and research efforts, eventually 
should elucidate the nature of the problem and 
produce more effective therapy. Considerable 
time wil] be required. 

Until then, numerous patients will require 
colectomy or ileostomy because of serious compli- 
cations or failure to respond to adequate medical 
management. If such individuals lack inadequate 
information and preparation for the procedure, 
they often approach surgery with anxiety and 
fear anticipating chronic invalidism, social exile, 
or even death. Physicians and surgeons, with oc- 
casional exceptions, have failed to appreciate the 
importance of and the need for careful orienta- 
tion of patients toward ileostomy and colectomy : 
requiring them to resort to difficult and at times 
embarrassing trials and errors. This defect in the 
management of the surgical colitis patient seems 
to be the result of at least three factors: insuffi- 
cient knowledge of the problem by physicians 
and surgeons, disinterest in these details, and the 
naive assumption that colectomy automatically 
relieves the patient of all difficulties. 

In recent years this serious void has been filled 
hy the development of ileostomy groups, under 
the guidance of a few physicians and surgeons, 
throughout the United States, Canada, Great 
Britain, Australia, South Africa. and elsewhere 
in the world. Their objectives in general are 
impressive : 

(1) Physical. emotional, and social rehabili- 
tation of the ileostomy patient through 
mutual aid, information, and precept : 
Improved laison with the medical pro 
fession to increase knowledge and to im 
prove instruction on ileostomy problems ; 
Education of the public as to the nor- 
malcy, competence, and acceptability of 
ileostomy patients for economic and so- 
cial opportunites ; 


(4) Encouraging the interest and efforts 
manufacturers to develop more use 
ileostomy appliances; and 
Participation in appropriate resea 
programs, such as the effects of vary 
diets upon the composition of the int 
tinal chyme. 

The Chicago ileostomy group, known signiti 
cantly as Tleoptomists, now has more than 
members. It is not a postoperative or conval 
cent club nor a society for the inspection 
ileostomies. ‘The president is a roller-skating 
instructor. Members include a lifeguard, a iie- 
chanical engineer who bowls and plays golf, a 
portrait painter who swims and rides horseback, 
a registered nurse, a secretary, housewives, and 
business men. All have returned to active and 
useful lives. In return, the Tleoptomists are en- 
thusiastically willing to assist ileostomy patients 
and to provide encouragement and hope for the 
prospective ileostomy patient. This objective is 
accomplished surprisingly well in several ways. 
Most important are the pre- and postoperative 
visits to the patient by a visiting committee, un- 
dertaken only at the request of and authorization 
hy the attending physician and surgeon. These 
visits, presenting the patient with visual evidence 
of the full recovery of the ileostomy individual, 
generate hope, encourage readier acceptance of 
the operation, and contribute toward a speedier 
recovery, 

Regular meetings are held each month, offer 
ing additional opportunity for instruction on 
the many details of ileostomy care, including ap 
pliances, the control of odors, care of the skin 
around the ileostomy, and diet. The scientific 
programs of the Ileoptomists thus far have in- 
cluded such topics as: What is an Tleostomy? 
The Nature of Ulcerative Colitis, Skin Care of 
an Tleostomy, and the Procedure of Visiting 
Patients. 


have addressed several nurses groups and, as in- 


l’rospective —Tleostomy Ileoptomists 
dividuals, have endeavored to acquaint profes- 
sional and lay people with the remarkable re 
iabilitation to be expected ino most cases. In 
addition, the Tleoptomists publish) a monthly 
hulletin containing news items, himor, and in 
formation on ileostomies and appliances. All 
these activities are undertaken cheerfully, and 
inspirationally, without any charges or fees. The 
needs of the 


financial Ileoptomists are ap 
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prouched, and not usually met, by the assessment 
of dues and by rare modest donations. The ac- 
complishments of this group have been consid- 
erable, in the short period of its existence and 
despite limited resources. An increasingly im- 
portant role for them is to be anticipated as 
their usefulness becomes better known. 

One of the rewarding experiences of the phy- 
sidan is to contribute to and observe the com- 
plete restoration of the incapacitated and the 
sick to useful, happier lives. I can think of no 
more appropriate tribute to the Tleoptomists 
than the following quotation from an anonymous 
source: 

“Sick people ask their God, ‘Why must I suf- 
fer?’ Possibly the answer is in the work of the 
potter. Fine ceramic pieces are not made by set- 
ting clay out in the sun. They come only from 
the white heat of the kiln. In the firing process 
some pieces are broken, but those that survive 
the heat are transformed from dull clay into ob- 
jects of priceless beauty. And so it is with the 
sick, suffering, and crippled people. Those who 
survive their illness or overcome their handicaps, 


through medical skill, opportunity, work, and 
courage, take their places back in the world with 
a depth of! spirit which we can hardly measure.” 
Joseph B. Kirsner, M.D., Ph.D., 
Professor of Medicine, 
University of Chicago. 


«< > 
Good luck Mr. President 


I doubt if our new crop of presidential aspir- 
ants will be discouraged by the tradition that 
presidents elected at 20 year intervals die in of- 
fice. According to Wold’ these presidents and 
the years in which they were elected are: 

William Henry Harrison, 1840; Abraham 
Lincoln, 1860; James A. Garfield, 1880; Wil- 
liam McKinley, 1900; Warren G. Harding, 
1920; and Franklin D. Roosevelt, 1940. By a 
peculiar twist of fate this tradition would still 
have carried on had Wendell Willkie been elected 
in 1940. 





1Karl C. Wold, M.D. Mr. President — How is Your 
Health? St. Paul and Minneapolis, Bruce Publishing Co., 
1948, p. 204. 











A.M.E.F. assessment in 1953). 


To the A.M.E.F. 


Balance for ISMS 


DUES 
Many members missed reading about the action of the House of Dele- 


gates of the ISMS last May, at which time it was voted to increase the dues 
$10 per year. This is the first increase since 1950 (except for the $20 


To the Benevolence Fund 








A breakdown of the $50 now paid by members is as follows: 


$20.00 
2.00 


$28.00 


This is little more than $2.00 per month per member to run a large 
state medical society and is less than many similar societies in other states. 
The question has arisen as to why the State Society cannot get along 














on the $1.50 per month per member previously charged. The answer would 
seem to be relatively simple in this era of rising costs. In addition, the so- 
ciety is undergoing a complete reorganization, following a survey by 
Rogers, Slade & Hill. Briefly, as a result of this survey, the Monmouth and 
Chicago offices are being consolidated with a branch office at Springfield, 
the public relations department is being enlarged, badly needed office 
equipment is being purchased, and the society’s activities in both the scien- 
tific and socioeconomic fields are being expanded. These changes are badly 
needed and will enable your society to give you better service in the future. 
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So you think you have trouble? 


The government is up to its ears in medical 
controversy and our legislators, cabinet secre- 
taries, and committees may be tempted to believe 
the loudest vocalizers. Food faddists and can- 
cerophobists are vying with representatives of 
the food and drug industries and levelheaded 
scientists in trying to reach conclusions on im- 
portant issues. The main problem revolves 
around the Delaney cancer clause in the food 
additive legislation. 

It must have been embarrassing for the De- 
partment of Health, Education, and Welfare to 
read of conflicts of opinion in their own depart- 
ment. Surgeon General Leroy E. Burney, of the 
U.S. Public Health Service blamed smoking as 
the principle cause of lung cancer; his article 
in the J.A.M.A. contained 81 citations from 
leading studies here and abroad.’ Meanwhile Dr. 
Wilhelm C. Hueber, of the National Cancer In- 
stitute, told the American Association for the 
Advancement of Science that smog is the main 
culprit. He says small amounts of carcinogenic 
agents are found in cigarette smoke but does not 
ecnsider smoking the chief etiologic agent in 
carcinoma of the lung. Then, Secretary Flem- 
ming was seen on TV defending his position on 
cranberries, School children began asking him 
why he banned cranberries but allowed smoking. 
It could happen only in America. 

Robert B. Marin, M.D. may have the solu- 
tion when he said, “With air pollution and cig- 
arette smoking both possible causes of cancer, 
the public is understandably confused. Whether 
to stop smoking or stop breathing leaves little 
alternative. In the meantime, we can only hope 
that the aroma of civilization will improve. Con- 
ceivably, smog could be combustible and elimin- 
ate us all in one gloriously pungent puff.’”? 


1. Burney, Leroy E.: Smoking and Lung Cancer, J.A.M.A. 
Nov. 28, 1959. 

2. Marin, Robert B.: 
Je rsey Oct. 1959. 


What’s in the Air? J.M. Soc. New 


< > 
Gireat steps in human progress are made by 
things that don’t work the way philosophy 
thought they should. If things always worked 
the way they should, you could write the history 
of the world from now on. But they don’t, and 
it is those deviations from the normal that make 
human progress, —Charles F. Kettering 
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Literary gems 


Shakespeare — poet —- actor — playwrigh: as 
he was knew so much about so many ficlds 
he could have been a lawyer, printer, minis er, 
astronomer, or angler; he could have been a pay- 
sician too, according to Dr. Sam C. Cowan, sr, 

After an exhaustive study of medical reter- 
ences in Shakespeare’s works, Dr. Cowan found 
37 pertained to drugs and herbs. In addition, 
the bard’s references to Hippocrates, Aescula- 
pius, Paracelsus, and Galen, showed he was fa- 
miliar with the history of medicine. 

Among the gems selected by Cowan are: 

“Sickness is catching.” 

Midsummer Night's Dream \-1 

“But I consider by medicine 

Life may be prolonged, vet 

Death will seize the doctor, too.” 

Cymbeline 5-5 

Several references are made to epilepsy, par- 
ticularly the Jacksonian type. It also is called 
the falling sickness. Iago, after making insinua- 
tions to Othello about Desdemona, says: 

“My Lord is fallen into an epilepsy : 

This is his second fit; he had one vesterday.” 
Cassio: 

“Rub him about the temples.” 
lago: 

“No, forbear ; 

The lethargy must have his quiet course ; 

If not, he foams at mouth, and by and hy 

Breaks out to savage madness.” 

Othello A-1 

Shakespeare had some idea on hygiene, sanita- 
tion, and quarantine as public health measures. 
Coriolanus, speaking of citizens, says: 


‘Bid them wash their faces 

And keep their teeth clean.” 

The porter in Macbeth, according to Cowan, 
must have been a hard steady drinker and prob- 
ably more ale than sack. He says that 

drink is a great provoker of three things 

“Nose painting, sleep and urine. 

Lechery it provokes and unprovokes. 

It provokes the desire, but unprovokes the 

performance ; 

Therefore, much drink may be said to be an 

equivocator with lechery.” 
Macbeth 2-3 
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Roland R. Cross, M.D. 
1888-1959 


Health officer extraordinary, Dr. Roland R. 
Cross was a man who radiated a warm friendly 
spirit and inspired good will and confidence 
among all with whom he came in contact. Dur- 
ing his 19 year tenure as director of the Illinois 
Public Health department, he earned state-wide 
popularity which revealed itself particularly 
among the medical profession, members of the 
General Assembly, and state government person- 
nel generally. When bills of publie health or 
medical implications were pending in the legis- 
lature, a frequently heard question at committee 
hearings was, “What does Dr. Cross think of 
this?” His endorsement carried much weight 
with legislators at Springfield. 

Honest almost to a fault, the management of 
the far-reaching and complex financial affairs of 
the state department of public health to avoid 
even the suspicion of evil-doing was almost a 
passion with him. He shuddered at the very 
thought of scandal in the department. He took 
exceptional pride in the fact that negotiations 
involving millions of dollars were handled by the 
department during his tenure without the devel- 
opment of even a minor scandal. 

Devotion to duty, to his profession, and to his 
family were cardinal principles in his life. He 
was a man of great compassion and the door to 
his office was always open to anyone who wished 
to see him. Nothing gave him more genuine 
pleasure than to respond with his superb profes- 
sional art to the rather frequent calls for emer- 
gency medical help in the state house, moving 
quickly with his little black bag. Reviving a pros- 
trate person was not an unfamiliar experience 
with him. His well developed sense of humor 
guided him instinctively to where good stories 
were told and enjoyed and he loved to recall bu- 
colic pranks of his rural childhood and youth. 

Born at Dahlgren, Illinois, July 7, 1888, Dr. 
(ross died in Memorial Hospital in Springfield, 
November 28, 1959, aged 71. Between those two 
vital dates, he acquired a medical degree from 
the American Medical College of St. Louis; took 
graduate training in medicine at Washington 
University and at Mayo Clinic: spent five years 
in medical work among Indians for the federal 
government; served as a medical officer with the 
9)th Division of the U. S. Army during World 
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War I; practiced medicine at Dahlgren after the 
termination of the war until 1933 when he ac- 
cepted the position of district health superin- 
tendent of the Illinois Department of Public 
Health. On January 16, 1940 he was appointed 
by Governor Henry Horner to the position of As- 
sistant Director and on October 19th of the same 
year, Governor John Stelle appointed him direc- 
tor of the Illinois Department of Public Health. 
Thereafter, he was reappointed to that position 
by Governors Dwight Green, Adlai Stevenson, 
and William G. Stratton. 

Many new functions and activities evolved in 
this department during his tenure. The volume 
of growth and expansion is suggested by the ap- 
propriations to the department from the state’s 
general revenue fund, which were approximately 
$16 million greater for the last than for the first 
biennial budget during Dr. Cross’ tenure. In ad- 
dition, federal funds in excess of $10 million for 
the current biennium are administered by the 
department. 

Dr. Cross was chairman of the State Sanitary 
Water Board, the Hospital Advisory Council, 
and the committee on civil defense of the Con- 
ference of State and Territorial Health Officers. 
He was also a member of the American Legion, 
Post 32, DAV Hall-Hagler Chapter No. 15, 
American Medical Association, Illinois State 
Medical Society, American Public Health Asso- 
ciation, and the First Christian Chureh of 
Springfield. 

He is survived by his wife, Isabel H., four 
sons, eight grandchildren, one brother, and one 


sister, 


< > 


Hospital plus medical-surgical 
coverage for senior citizens 
available by Rockford Blue 
Cross-Blue Shield plans 

The Blue Cross Plan, Hlinois Hospital Serv- 
ice, Ine., Rockford, has announced a new special 
nongroup senior citizen’s hospital program for 


protecting the elderly against the cost of hospital 
care. According to Mr. Kenneth K. Clark, ex- 
ecutive director, this new certificate will provide 
hospital care benefits in conjunction with medi- 
cal-surgical benefits now available by the com- 
panion plan, Blue Shield, Medical-Surgica] 
Service of Illinois, Rockford. 





The Rockford Blue Cross-Blue Shield Plans 
serve 92 counties in Illinois that have developed 
an active senior citizen’s nongroup hospital-med- 
ical-surgical health program without a limited 
age requirement. The plan is for people 60 years 
of age or over who heretofore were unable to en- 
roll with Blue Cross-Blue Shield on an individ- 
ual, nongroup basis. 

The cost of the Blue Cross-Blue Shield Senior 
program is $6.28 monthly or $18.80 quarterly, 
each person. The rates are uniform for both 
sexes, Benefits under the hospital care certifi- 
cate include 30 days of hospital care per vear 
with room allowance of $10.00 per day. Addi- 
tional benefits are outpatient hospital benefits 
for accident cases and minor surgery, operating 
room and emergency room, surgical dressings. 
casts, splints and medical supplies, laboratory 
tests, drugs, medicines, and intravenous solu- 
tions, and one-half the cost of oxygen therapy 
and the administration of blood. Benefits are 
available in any general hospital anywhere, and 
individual membership will not be canceled for 
excess usage or because of age. Pre-existing con- 
ditions are covered after a 6 month waiting 
period. 

Benefits under the 
certificate include liberal surgical benefits for 
procedures in the hospital, in the physician’s 
office or clinic, in-hospital medical visits (120 
days per contract year), X-ray examinations at 


medical-surgical care 


the hospital or the physician’s office, radiation 
therapy and radioactive isotopes, surgical assist- 
ants, intensive medical care, and the administra- 
tion of anesthetics. 

Rockford Blue Cross-Blue Shield traditionally 
has and will continue with the same policy they 
had in the past. There is no age limit on group 
enrollment, and continuation of Blue Cross-Blue 
Shield coverage is permited to all members who 
have acquired it prior to reaching age 65, 


< > 


There are one-story intellects, two-story intel- 
lects, and three-story intellects with skylights. 
All fact collectors, who have no aim beyond their 
facts, are one-story men. Two-story men com- 
pare, reason, generalize, using the labors of fact 
collectors as well as their own. Three-story men 
idealize, imagine, predict; their best illumina- 
tion comes from above, through the skylight. 
—Oliver Wendell Holmes 


Editorials from other journals 


Cranberry Smash 

The recent hullabaloo about cranberries 
“Black Monday 
the cranberry when Secretary 
Health, Welfare Arthur’ 8, 
Flemming warned the public that a part of the 


initiated on 9 November 
industry 
Edueation, and 


current crop was contaminated by a weed kiiler, 
aminotriazole. The announcement raised the « 
tain on a political drama that is variously 
terpreted according to the predilections or inter- 
ests of the observers, One version has it that the 
action was an unwarranted attack by Big Gov- 
ernment on a small industry that supplies the 
American housewife with a “pure, wholesome, 
and nutritious food.” At the opposite extreme, 
the Secretary is pictured as a champion of public 
health, protecting the consumer in) courageous 
disregard of the political consequences. 
Whatever the interpretation, the surface facts 
are not in dispute. The product, aminotriazole, is 
properly registered with the Department of Ag- 
riculture as an economic poison, If it is used in 
cranberry bogs as directed, within a few days 
afier harvest, and at no other time, it will not 
he incorporated into the berries produced the 
following vear. But if it is used during the grow- 
ing season it will be incorporated into the berries. 
In 1957 the product apparently was misused 
hy some growers, and the FDA succeeded in hav- 
ing 314 million pounds of cranberries with- 
drawn from the market on the grounds that the 
berries had not been shown to be safe for human 
consumption. Before that. the American Cyan- 
amid Company had asked that a tolerance for a 
certain amount (reportedly 1 part per million) 
of aminotriazole be set. but the FDA denied the 
petition on the grounds that tests run for the 
company by an independent laboratory showed 
the compound to be a possible carcinogen (can- 
eer inducer), In 1958 the company again. peti- 
tioned that a tolerance be set, and the petition 
was again denied; no appeal was made. 
Apparently few growers misused the product 
in 1958, and no seizures were made, In 1959, 
however, contaminated berries were found, first 
in Washington and Oregon and then in Wiscon- 
sin. Impounded lots are being tested and released 
as soon as they are shown to be uncontaminated. 
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What are the scientific issues? This question 
would be easier to discuss, if not to answer, if 
the basie facts about the compound had_ been 
made public by the FDA. As of this writing, 
bot the petition and the scientific appraisal by 
FIA scientists and physicians are confidential, 
but it has been possible to obtain some informa- 
tion. The tests showed that rats fed for 2 vears 
on a diet containing 100 parts per million of 
aminotriazole developed a significant number of 
thyroid adenomas and adenocarcinomas (can- 
cers); those similarly fed at the rate of 50 parts 
per million developed adenomas (nonmalignant 
tumors) but not, according to a Company spokes- 
man, adenocarcinomas. It is a reasonable in- 
ference that the FDA disagreed with this inter- 
pretation of the results as well as with the com- 


pany’s contention that the one rat out of a total 


Uleer and Type O 


The role of heredity in the etiology and path- 
ogenesis of duodenal ulcer has been postulated, 
and attempts have been made to show the rela- 
tionship of ulcer to ABO blood groups. Not all 
investigators are in accord. On the assumption 
that 85 per cent of the population either is type 
or type A, Buckwalter et al. present convine- 


ing evidence of statistically significant increases 
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of 10 that developed an adenoma at a feeding 
level of 10 parts per million was not statistically 
significant. The company argues that the sub- 
stance is not a carcinogen; it must be adminis- 
tered continuously over a long period of time to 
induce cancer; a single dose, no matter how 
large, is not effective. 

Secretary Flemming disagrees and bases his 
action on the statement in the Federal Food, 
Drug, and Cosmetic Act which says that “no 
additive shall be deemed safe if it is found to in- 
duce cancer when ingested by man or animal.” 

The scientific issues are unresolved. Whether 
the Seeretary’s position is extreme cannot be ap- 
praised until the evidence is out and expert opin- 
ion is brought to bear. One prediction is safe: 
some battle lines have been drawn for the next 
session of Congress.—G. Dus., Science, Nov, 26, 
1959. 


of type O with concomitant decreases in the three 
other blood types and that this same relationship 
held for hyperchlorhydria. This corroborated the 
British claim that persons with type O are 35 
per cent more likely to develop peptic ulceration 
than are other blood types. Duodenal ulcer has 
been described in families, but a true ulcer per- 
sonality has never been universally accepted. C. 
Joseph DeLor, M.D. and Floyd Beman, M.D. 
Duodenal Ulcer: Some Observations on Patho- 
genesis, Ohio MJ. Oct. 1959. 





MEDICAL ECONOMICS 





HYSICIANS are aware of the great need 

for additional nurses. The demand far ex- 
ceeds the present supply, hence any program that 
will help meet this demand is of vital interest to 
the medical profession. The new nursing pro- 
gram at Northern Illinois University of DeKalb 
provoked the following correspondence : 


Doctor Annette Lefkowitz 
Director, School of Nursing 
Nerthern Illinois University 


DeKalb, Illinois 


Dear Doctor Lefkowitz: 

The Medical Economics Committee of the Tli- 
nois State Medical Society tries to keep the So- 
ciety informed regarding many subjects that are 
presenting new aspects in the practice of medi- 
cine. One of the things that concerns us all very 
much is the shortage of nurses. Naturally. any- 
thing designed to help alleviate that shortage is 
welcome. 

At the recent meeting of the Committee it was 
felt that an article could be published in the TIli- 
nois Medical Journal dealing wih the new school 
you are setting up. It would be proposed that the 
format of the article would be in the nature of 
an exchange of letters between us. I wonder if 
you would be so kind as to write me a letter 
we could publish decribing your program ? 

It is my understanding that the students will 
be at DeKalb for their first vear. Thus, a student 
and the school together would be financing the 
cost of the first vear’s work. This would reduce 


104 


Nursing Education 


the cost of maintaining instructors in didactic 
work which the hopsital program would entail. 
Ifow much do you think the hospital would save 
by not having to pay for the expenses of the first 
year’s work? Do vou think it would reduce the 
cost of maintaining the nursing school by 40 per 
cent? It is my understanding also that you will 
have a group of affiliated hospitals where  stu- 
dents will spend their second and third vears, 
after which they would receive their R. N. De- 
gree. If they should come back to DeKalb for 
their fourth vear, would the bachelor or science 
degree thev received by the standard bachelor of 
science degree in nursing education which is so 
highly recommended? How many hospitals do 
vou envision as being part of vour affiliated pro- 
gram? Within what geographical distance will 
vou consider approving a hospital for affiliation ? 
What criteria would a hospital have to meet to 
satisfy affiliation recommendations ? Would your 
department have periodical or continuous in- 
<pection of the program of such an affiliated hos- 
pital? Would the students be required to live at 
the affiliated hospital ? 

How large a program do you plan to estab- 
lish? Or would it be like an open end trust 
it would simply grow and enlarge as long as 
students are available? Is the pattern you are 
establishing at DeKalb similar or even inter- 
grated with a similar program at the other nor- 
mal universities and colleges ? 

I hope vou can see from the questions I have 
asked the trend of my thinking and what I feel 
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would be an informative article for the journal. 
Any other pertinent information you would like 
to include would be welcome. 

Sincerely, 
(Signed ) 

Roland R. Cross, Jr., M.D. 

Chairman 

Medical Economics Committee, ISMS 

The following reply was received from Doc- 
ter Lefkowitz: 

December, 1959 
Dr. Roland R. Cross, Jr. 
Chairman, Medical Economics Committee 
Illinois State Medical Society 
952 North Michigan Avenue 
Chicago 11, Illinois 
Dear Doctor Cross: 

Thank you so much for your letter and the 
questions pertaining to the new nursing program 
at Northern Illinois University. We recognize 
the importance of having the medical profession 
well informed as to our objectives, and appre- 
ciate your interest. 

| would think it important that we, in the 
medical and nursing professions, dwell on the 
notion that the new program will add to the 
number of nursing practitioners, and will pro- 
vide nurses of a caliber to inhance the work of 
the medical team. 

One of the principle objectives of the new type 


program is the preparation of practitioners with 


the needs of patients, of the present and the fu- 
ture, being kept in mind. We are all aware that 
the changes in medical care have resulted in dif- 
ferent demands upon the nurse. The general 
tendenev of our society to undergo hospitaliza- 
tion for diagnostic purposes, as well as acute 
medical and surgical disorders, has uncovered 
the need for nurses who are skilled in the appli- 
cation of mental health principles as well as 
technical skills. It is our expectation the col- 
legiate registered nurse will be much more ef- 
fective in the new scheme of things. Registered 
nurses whose basic orientation includes an un- 
derstanding of social and cultural factors, would 
he able to cope with the problems and the care 
of patients with ease. 

The plans for the program at Northern are 
based on the assumption that the student attend- 
ing the university pays for the cost of the total 
program through all four academic years. This 
includes the same costs borne by all other stu- 
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dents in attendance at this state supported uni- 
versity. The cost of uniforms also is paid for by 
students. 

The size of the program will not be restricted 
because of limitations of laboratory facilities. 
Many responsible institutions have signified an 
interest in co-operating with the nursing pro- 
gram of the university. Therefore, our growth 
can be unrestricted from this point of view. 

It is the responsibility of the university to 
employ qualified faculty to plan, teach, and su- 
pervise the education of students who enroll. 
This includes a complete faculty for the School 
of Nursing of the university. This faculty will 
include personnel technically competent to work 
and teach effectively in the hospital situation. 
The major responsibilities of the nursing faculty 
of the university will be of an instructional and 
supervisory nature. They will accompany all 
students to all hospital and related laboratory 
experiences. This policy of collegiate education 
removes completely from the hospital any finan- 
cial obligations for the students’ education dur- 
ing all four years. 

These statements pertaining to financing nurs- 
ing education are related only to programs 
stated to be the responsibility of the university. 
In a program sponsored by the university, the 
co-operating institutions (hospital, public health 
agency, etc.) have no financial responsibility for 
the education of the student per se. It is expected 
that the co-operating institution would have fi- 
nancial responsibility relative only to in-service 
educational programs on all levels for their per- 
manent personnel, 

You mentioned in your letter a possible 40 per 
cent reduction in the cost of maintaining schools 
of nursing by having a co-operative agreement 
with a university. This, I presume, related to 
ihe cost to schools which are diploma in nature 
and are run by hospitals, as there is no cost to 
the hospital in terms of our particular type of 
program. In diploma programs for which the 
hospital has assumed the total financial responsi- 
bility for the education of students, the use of a 
co-operating degree granting institution to teach 
basic courses would not reduce appreciably the 
cost to the hospital; since the cost of emploving 
well qualified personnel has increased tremend- 
ously and the standards for facilities in diploma 
schools also have increased, the savings would 
have to be utilized in faculty salaries. 





Northern Illinois 
University requires the presence of the nursing 
student on the university campus for all four 


years during which the program is offered. At no 


The program planned at 


time do students of Northern affiliate in the 
sense that one customarily associates the idea of 
an affiliating student. Northern Illinois Uni- 
versity will have agreements with hospitals and 
other agencies that will permit nursing students 
and their faculty to use the facilities of the in- 
stitution for laboratory purposes. Students will 
not be permitted at the co-operating laboratory 
institution without university faculty in attend- 
ance, 


University nursing students start in their first 


year with an orientation to hospital adminis- 


tration and economics, with opportunities pro- 
vided for observation in public and private in- 
stitutions and public health agencies. This is to 
encourage the development of insights into the 
magnitude of hospital mechanics involved in pro- 
viding care for the sick. This also encourages a 
wholesome respect for the various personnel re- 
sponsible for the management and services offered 
by these institutions. With this background the 
students are taught in the hospital the basic 
technical skills necessary for functioning as a 
nurse. By the end of the second year, the stu- 
dents will have learned many of the basic nurs- 
ing skills. They will be prepared to enter the up- 
per division of the university where they will in- 
corporate the basic principles of psychology, so- 
ciology, anthropology, and the basic sciences. At 
the end of four years the student will be gradu- 
ated from the university with a Bachelor of Sci- 
ence degree with a major in nursing. They also 
will be eligible to take the state board examina- 
tion to become licensed to practice as a profes- 
sional nurse in the State of Illinois. The pro- 
gram at Northern has no cut-off point after the 
third year. A student is required to complete 
werk for the degree in order to be graduated. 
With the present enrollment of 21 students 
in the freshmen class, Northern will utilize the 
facilities of two approved hospitals within a one 
hour drive from the campus. Faculty and stu- 
dents are transported by University buses to each 
laboratory class. Four to six hours per week are 
devoted to instruction and supervise patient care, 
starting in the first year. As the student prog- 
resses into the more complex areas of patient 
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care, the total number of laboratory hours is —n- 
creased. By the fourth year the student wil! be 
spending approximately three-fourths of ver 
time in laboratory experiences in the hosp tal 
and other health agencies. 

The criteria applied in the selection of a o- 
operating institution to be used for a laborat.ry 
include: interest on the part of the institut on 
in co-operating with the university; distance 
factor precludes any institution beyond an hour 
to one and one-half hours travel time from — he 
university; co-operating institution must have 
been approved by the proper acecreditating agen- 
cies; evidence of the presence of an active on- 
going in-service educational program for per- 
manent personnel; adequacy of facilities; and 
high level patient care. 

The pattern of the program at Northern has 
been used with variations by other colleges and 
universities, but this is a pioneering venture in 
I}linois. None of the private or state universities 
in Illinois is using this particular program de- 
sign. I was responsible for the establishment of 
a similar program in the Pacific northwest and 
now number among my professional colleagues 
many of my former students. These people are 
gainfully employed as professional nurses in hos- 
pitals, public health agencies, public schools, and 
universities. Since the educational climate in I]- 
linois appears propitious, we are anticipating 
great things from the graduates of our program 
at Northern. 

I trust this information will provide you with 
the answers to some of your questions about 
“Nursing at Northern.” I am also enclosing a 
brochure which elaborates some of the details 
covered in the letter. If you would like further 
clarification on any of this material, please con- 
tact me again. 

Thank you for your interest. 

Sincerely yours, 

(signed ) 

Annette S. Lefkowitz, R.N., Ed. D. 
Director, School of Nursing 
Professor of Nursing Education 


Doctor Lefkowitz enclosed a brochure, as 
mentioned above, describing the new School of 
Nursing whose first class was enrolled in Sep- 
tember, 1959. Summary of this brochure elicits 
the following information: 


The students enrolled under this program will 
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a background stressing general education, 
to jorm a basis on which to build a professional 
program. The student will live at the university 
and participate in the activities there in the 
sanie Manner as any other student. A graduate 
of this program will be prepared for a dual roll 
as professional practitioner of nursing and as a 
fully participating, active citizen of the commu- 
nity to which she belongs. Advanced preparation 
for school nursing, public health nursing, and 
teaching in schools of nursing will be more eas- 
ily acquired building on this basic program. 

The specific training in nursing, as compared 
to the general education program, will be ob- 
tained away from the university, so planned that 
the student will not be taken away from the 
campus for any extended period. The entire fac- 
ultv will be employed by the University ac- 
company the student as she receives hospital 
laboratory experiences away from the campus. 
The university will transport the students and 
their instructors to the selected laboratories by 
means of school buses. During this period of 


Pinworms and the appendix 


In the Mid-Hudson Valley region of New 
York State, the incidence of Enterobius vermic- 
ularis infection was 13 per cent of 100 consecu- 
tively examined, surgically removed appendices. 


The tendenev for these infections to occur more 
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transit, the instructor will be prepared to dis- 
cuss the experiences anticipated and upon their 
arrival. Thus, the bus trip will constitute a class 
on wheels. Clinics, hospitals, and public health 
facilities within a subscribed radius of the uni- 
versity will be used as laboratories. 

Students to be admitted to the school of nurs- 
ing will be on the same basis as other students 
and will be expected to have similar sound high 
school preparatory background. They will live in 
the dormitory or in nearby boarding homes ap- 
proved by the university or, if close enough, at 
their own homes. The nursing student must 
plan on spending the same amount of money as 
it would take for a general college course. After 
receiving a Bachelor of Science degree with a 
major in nursing, the student will be eligible to 
take the state license examination for her R.N. 
degree. 

Additional information pertinent to the pro- 
gram may be received by writing to the Director 
of Nursing Education, Northern Illinois, De- 
Kalb, Illinois. 


frequently in normal than in pathologic appen- 
dices would seem to make the significance of this 
parasite in the pathogenesis of acute appendi- 
citis questionable. David S. Gerbarg, M.D. and 
Herbert Derman, M.D. Incidence of Appendic- 
eal Pinworms in the Population of the Mid- 
Hudson Valley. New York J. Med. Dec. 15, 
1959, 
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First Illinois cancer 
conference to be held 


The First Illinois Cancer Congress will be 
held in Springfield, March 9-11. It will be spon- 
sored by the Illinois Department of Public 
Health in co-operation with the Illinois State 
Medical Society, the Illinois Academy of Gen- 
eral Practice, and the Illinois Division of the 
American Cancer Society. 

Stress will be placed on the early detection of 
caicer. Physicians who are members of the AA- 
GP will receive category II (informal) credit 
for attendance. 

< > 


American College of Surgeons 
to hold regional meeting 


The American College of Surgeons will hold 
a sectional meeting in Minneapolis, April 11-13, 
and in Rochester, Minn., April 14. 

An extensive series of hospital programs will 
be presented in addition to sessions in hotels. 
Among the subjects to be covered will be surgi- 
cal treatment of regional ileitis, graft coverage 
of deep burns, operations for peptic ulcer, surgi- 
cal diseases of the spleen, management of acute 
renal failure and various type of trauma, and 
prophylactic and adjuvant treatment of differ- 
ent types of cancer. 

Dr. Clinton L. Compere, Chicago, will mod- 
erate a panel on postoperative management of 
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problem amputees. The collaborators will be Drs. 
Fred E. Vultee, J. Warren Perry, and Herbert 
I. Hanger, Chicago. Dr. Warren H. Cole, Chi- 
cago, will be the moderator of a panel on gas- 
trointestinal bleeding. 

For further information, write to the ACS, 40 
Fast Erie Street, Chicago 11. 


< > 


Clinics for crippled children 
listed for March 


Twenty-three clinics for Illinois’ physically 

handicapped children have been scheduled for 
March by the University of Illinois, Division of 
Services for Crippled Children. The Division 
will count 18 general clinics providing diagnos- 
tic orthopedic, pediatric, speech, and hearing ex- 
amination along with medical, social, and nurs- 
ing service. There will be two special clinics each 
for children with cardiac conditions or cerebral 
palsy condition, and one for children with rheu- 
matie fever. Clinicians are selected from among 
private physicians who are certified Board mem- 
bers. Any private physician may refer to or 
bring to a convenient clinic any child or children 
for whom he may want examination or consulta- 
tive services, 
March 2 — Carmi, Carmi Township Hospital 
March 2 — Hinsdale, Hinsdale Sanitarium 
March 2 — Rock Island (Cerebral Palsy), Foss 

Home, 3808 8th Avenue 
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March 3 — Effingham, St. Anthony Hospital 


March 4 Chicago Heights (Cardiac), St. 
James Hospital 
March 8 East St. Louis, St. Mary’s Hospital 


Peoria, Children’s Hospital 
Champaign-Urbana, McKinley Hos- 


March 8 
March 9 
pital 
March 9 
March 10 
March 10 
pital 
March 15 
March 16 

of Mary Hospital 
March 16 Jacksonville, Passavant Hospital 
March 17 Elmhurst (Cardiac), Memorial 
Hospital of DuPage County 
March 17 Rockford, St. Anthony’s Hospital 
March 17 Sparta, Sparta Community Hos- 
pital 
March 22 
March 25 
Memorial Hospital 
March 23 Aurora, Copley Memorial Hospital 


Joliet, Silver Cross Hospital 
Springtield, St. John’s Hospital 
Sterling, Community General Hos- 


Alton, Alton Memorial Hospital 
Evergreen Park, Little Company 


Peoria, Children’s Hospital 
Springtield pan. (Cerebral Palsy), 


March 24 
Hospital 

March 29 iffingham (Rheumatic Fever), St. 
Anthony Hospital 

Mareh 30 — Centralia, St. Mary's Hospital 


Decatur, Decatur-Macon County 


< > 


The Chicago Medical Society’s 


Annual Clinical Conference 
March 1-4, 1960—Palmer House, Chicago 


PROGRAM 


Tuesday, March 1 
8:30 aim. “Some Observations on the Localizing Pat- 
terns of Arteriosclerosis” 
Dr. Michael E. DeBakey, Professor, Department of 
Surgery, Baylor University College of Medicine, 
Houston, Texas 
9:00 am. “Complications of Peptic Ulcer” 
Dr. Joseph B. Kirsner, Professor of Medicine, Uni- 
versity of Chicago School of Medicine, Chicago 
:30 am. “Modern Concepts of Malignancy of the 
Thyroid” 
Dr. John Beach Hazard, Chairman, Division of 
Pathology, Cleveland Clinic Foundation, Cleveland, 
Ohio 
11:00 am. “Pharmacological Depression in the Course 
of Essential Hypertension” 
Dr. John I. Nurnberger, Professor and Chairman, 
Department of Psychiatry; Director of the Institute 
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of Psychiatric Research, Indiana University Medical 
Center, Indianapolis, Indiana 
11:30 a.m. “Recognition and Management of Hearing 
Loss” 
Dr. Howard P. House, Clinical Professor and Chair- 
man, Department of Otolaryngology, University 
of Southern California School of Medicine, Los 
Angeles, California 
12 :00-1 :30 p.m. Luficheon 
1:30 p.m. “What Has Been Learned from Renal 
Biopsy” 
Dr. Robert M. Kark, Professor of Medicine, Uni- 
versity of Illinois College of Medicine; Attending 
Physician, Presbyterian-St. Luke’s, Research and 
Educational, and Cook County Hospitals, Chicago 
2:00 p.m. “Diagnosis and Surgical Management of 
Kidney Disease” 
Dr. Eugene F. Poutasse, Assistant Professor of 
Urology, Frank E. Bunts Institute, Cleveland, Ohio 
2:30 p.m. “Inflammatory Disease of the Intestine” 
Dr. Thomas E. Machella, Chief, Gastrointestinal 
Section of the Medical Clinic of the Hospital of the 
University of Pennsylvania; Associate Professor of 
Medicine, School of Medicine, University of Pennsy]- 
vania, Philadelphia, Pennsylvania 
4:00 p.m. “Office Management of Certain Anorectal 
Lesions” 
Dr. Raymond J. Jackson, Associate Professor in 
Proctology, Mayo Foundation, University of Min- 
nesota; Chief, Department of Proctology, Mayo 
Clinic, Rochester, Minnesota 
4:30-5:30 p.m. Clinicopathologic Conference 
Dr. John Beach Hazard, Cleveland, Ohio—Moderator 
Wednesday, March 2 
8:30 am. “Choice of Operations on Peptic Ulcer” 
Dr. Robert J. Coffey, Professor of Surgery, Director 
of the Department of Surgery, Georgetown School 
ot Medicine, Washington, D.C. 
9:00 a.m. “Pyelonephritis” 
Dr. Edward H. Kass, Associate Professor of 
Bacteriology and Immunology, Harvard Medical 
School; Associate Physician, Thorndike Memorial 
Laboratory; Associate Director, Mallory Institute of 
Pathology, Boston City Hospital, Boston, Mas- 
sachusetts 
9:30 a.m. “Dissolution of Clots by Intravenous Ther- 
apy” Dr. Sol Sherry, Proiessor of Medicine, Wash- 
ington University School of Medicine, St. Louis, 
Missouri 
11:00 am. “The Use of Progestational Agents in the 
Treatment of Functional Uterine Bleeding” 
Dr. Willard M. Allen, Professor of Obstetrics and 
Gynecology, Washington University School of Medi- 
cine, St. Louis, Missouri 
11:30 a.m. “Psychosomatic Aspects of General Medical 
Disorders” 
Dr. Thomas H. Holmes, Professor of Psychiatry, 
University of Washington School of Medicine, 


Seattle, Washington 
12 :00-1:30 p.m. Luncheon 
1:30 p.m. “Management of Metastatic Tumors of the 
Lung” 






Dr. F. H. Ellis, Assistant Professor of Surgery, 
Mayo Foundation Graduate School, University of 
Minnesota; Head of Section, Division of Surgery, 
Mayo Clinic, Rochester, Minnesota 
2:00 p.m. “Relation of Salt to Hypertension” 
Dr. John M. Weller, Associate Professor of Internal 
Medicine, The University of Michigan Medical 
School, Ann Arbor, Michigan 
2:30 p.m. “Secondary Malabsorption Syndrome: Diag- 
nosis and Management” 
Dr. William G. Sauer, Consultant in Medicine, Mayo 
Clinic; Assistant Professor of Medicine, Mayo 
Foundation Graduate School, Rochester, Minnesota 
4:00-5:00 p.m. Panel Discussion—‘“Control of Spread 
of Cancer” 
Dr. Warren H. Cole, Chicago, Moderator 
Dr. John Beach Hazard, Cleveland, Ohio 
Dr. Stuart S. Roberts, Chicago 
Fellowship Hour—6 :00 p.m. 
Dinner—7 :00 p.m. (Informal) 
Grand Ballroom 
Entertainment—Dancing 
Tickets available at Registration Desk 
Thursday, March 3 
8:30 am. “The Diagnosis and Management of Intra- 
epithelial Cervical Cancer” 
Dr. William F. 


partment of Obstetrics and Gynecology, University 


Mengert, Professor and Head, De- 


of Illinois College of Medicine, Chicago 

9:00 am. “The Clinical and Laboratory Recognition of 

Drug-Induced Hemolytic Anemias” 

Dr. William H. Zinkham, Assistant Professor of 
Pediatrics, Johns Hopkins University School of 
Medicine, Baltimore, Maryland 

9:30 a.m. “Management of Heart Failure” 
Dr. L. Feldman, Associate Professor of Medicine, 
University of Illinois College of Medicine; At- 
tending Physician, Cook County, Mount Sinai, and 
Columbus Hospitals, Chicago 

11:00 a.m. “Oral Agents in the Treatment of Diabetes” 
Dr. Leo-P. Krall, Senior Staff, Joslin Clinic and 
New England Deaconess 
(Diabetes), Boston Lying-in Hospital, U. S. Public 


Hospitals; Consultant 


Health Service, Danvers State Hospital, Boston, 
Massachusetts 

11:30 a.m. “Hypogammaglobulinemia” 
Dr. Horace H. Zinneman, Associate Professor, De- 
partment of Medicine, University of Minnesota 
Medical School, Minneapolis, Minnesota 

12 :00-1:30 p.m. Luncheon 

:30 p.m. “Fluid and Electrolyte Problems” 
Dr. Peter J. Talso, Professor of Medicine, Stritch 
School of Medicine of Loyola University, Chicago 

2:00 p.m. “Physiologic Considerations in the Treat- 

ment of Graves’ Disease” 

Dr. Rulon W. Rawson, Chief, Department of Medi- 
cine, Memorial Hospital; Chief, Division of Clinical 
Investigation, Sloan-Kettering Institute; Professor 
of Medicine, Cornell University Medical College, 
New York, New York 

2:30 p.m. “Diagnosis of Anemias” 
Dr. Clement A. Finch, Professor, Department of 


Medicine, University of Washington School of Me 
cine, Seattle, Washington 

4:00-5:00 p.m. Panel Discussion—Reactions to Dr 
Dr. Mark H. Lepper, Chicago,— Moderator 
Dr. William H. Zinkham, Baltimore, Maryland 
Dr. Sannel M. Feinberg, Chicago 
Dr. Hyman J. Zimmerman, Chicago 
Dr. George H. Berryman, Chicago 

Friday, March 4 

8:30 a.m. “Intestinal Obstruction in the Newborn” 
Dr. H. William Clatworthy, Jr., Associate Professor 
of Pediatric Surgery, Ohio State University Medic il 
School; Chief, Department of Pediatric Surgery 
Columbus Children’s Hospital, Columbus, Ohio 

9:00 a.m. “Pitfalls in Pediatric Anesthesia” 
Dr. M. Digby Leigh, Associate Professor of Si 
gery (Anesthesia), University of Southern Ca 
fornia; Chief of Anesthesiology, Children’s Hospit 
of Los Angeles, Los Angeles, California 

9 :30 am. “Pancreatitis” 
Dr. Richard H. Egdahl, Assistant Professor of Sur- 
gery, Director, Surgical 
Medical College of Virginia, Hospital Division, Rich- 


Research Laboratories, 


mond, Virginia 

11:00 a.m. “Airspace Disorders of the Lung” 

Dr. Edward A. Gaensler, Associate Visiting Surgeo: 
(Thoracic) and Director, Pulmonary Division, 
Thorndike Memorial Laboratory, Boston City Hospi- 
tal; Clinical Associate in Surgery, Harvard Medical 
School; Instructor in Surgery, Boston University 
School ot Medicine, and Senior Instructor in Medi- 
cine, Tufts University School of Medicine, Boston, 
Massachusetts 

11:30 am. “The Child Who Will Not Go To School” 
Dr. Jerome L. Schulman, Assistant Professor of 
Pediatrics and Psychiatry, Northwestern University 
Medical School, Chicago 

12 :00-1:30 p.m. Luncheon 

1:30 p.m. “Collagen Diseases of the Skin” 

Dr. Louis A. Brunsting, Head of Section of Der- 
matology, Mayo Clinic; Professor of Dermatology, 
Mayo Foundation, Rochester, Minnesota 

00 p.m. “Diagnosis and Principles of Managing Non- 

tuberculous Pulmonary Disease” 

Dr. Peter V. Moulder, Associate Professor, Depart- 
ment of Surgery, University of Chicago School of 
Medicine, Chicago 

:30 p.m. “Management of Psychiatric Problems 

the Aged” 

Dr. Jack Weinberg, Clinical Associate Professor i: 
Psychiatry, University of Illinois College of Medi 
cine; Attending Psychiatrist, Psychosomatic and 
Psychiatric Institute for Research and Training 
Michael Reese Hospital, Chicago 


MEDICAL COLOR TELEVISION AND FILM 
LECTURES 


Film lectures will be held each morning 


The following Television Programs will be presente 


every afternoon: The Aching Back, Clinical End 


crinology, Office Gynecology, Hypertension, TVX 
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Neurology, Ophthalmology, Clinical Laboratory Pro- 
cedures, Surgery of the Biliary Tract, What’s New in 
Dermatology ? 
REGISTRATION FEE $10.00 
NO. Registration fee for members of the Chicago 
Medical Society 
An additional charge of $10.00 will be made for each 
of the INSTRUCTION COURSES 

INSTRUCTION COURSES 
COURSE NO. I 9:00-10 :00 a.m. daily. 
TITLE: Problems in Surgery 
CO-ORDINATOR: Dr. Charles B. Puestow, Clinical 
Professor of Surgery, University of Illinois College 
of Medicine, Chicago. 
FACULTY: Dr. Robert L. Schmitz, Dr. Eric Old- 
berg, Dr. William J. Gillesby, Dr. Charles B. Puestow. 
POINTS TO BE COVERED: Wound infections in 
the use of antibiotics, head injuries, gastrointestinal 
hemorrhage, problems in biliary tract diseases. 
COURSE NO. il 11:00-12:00 a.m. daily. 
TITLE: Problems in Medicine 
CO-ORDINATOR: Dr. Ralph E. Dolkart, Associate 
Professor of Medicine, Northwestern University Medi- 
cal School. 
FACULTY: Dr. Irving Schulman, Dr. James W. Lim- 
man, Dr. Wilson H. Hartz, Jr., Dr. Eugene L. Walsh, 
Dr. David W. Cugell, Dr. Thomas W. Shields, Dr 
Joseph H. Skom, Dr. Albert B. Gerbie, Dr. David Yi- 
Yung Hsia, Dr. Harold L. Method, Dr. Ralph E. Dol- 
kart 
POINTS TO BE COVERED: Seminars in hematolo- 
gy, pulmonary diseases, diabetes in pregnancy, and 
hormonal concepts in the treatment of disseminated 
carcinoma. 
COURSE NO. IIT 1:30-2:30 p.m. daily. 
TITLE: Problems in Obstetrics and Gynecology 
CO-ORDINATOR: Dr. A. F Lash, Professor of Ob- 
stetrics and Gynecology, University of Tllinois College 
f Medicine; Protessor of Gynecology, Cook County 
Postgraduate School of Medicine, Chicago. 
FACULTY: The program will be presented by faculty 
members from the medical schools in Chicago. 
POINTS TO BE COVERED: What is the abortion 
problem? Is intravenous pituitrin administration 
respectable obstetrics? Where does the positive Papp’s 
smear lead? Can tubes in ovaries be salvaged in ectopic 
pregnancy and ovarian tumors? When and why uterine 
ligament shortening operation and ovarian resection? 
What to do for uterine bleeding. Practical sterility 
workup. Prophylactic or office gynecology. 
COURSE NO. IV 4:00-5:00 p.m. Tues., Weds., Thurs. 

Thurs. 
2:30-3:30 p.m. Friday 

TITLE: Problems in Pediatrics 
CO-ORDINATOR: Dr. Noel G. Shaw, Assistant Pro- 
fessor of Pediatrics, Rush, University of Illinois 


College of Medicine, Chicago. 

FACULTY: Dr. Mila I. Pierce, Dr. Benjamin M. 
Gasul, Dr. I. Pat Bronstein, Dr. E.. Robbins Kimball, 
Dr. Herman F. Mever, Dr. Eugene T. McEnery. 
POINTS TO BE COVERED: Diseases of blood in 
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infancy and childhood, Heart disease in infants and 
children (An evaluation of the reliability, and limita- 
tions and diagnosis based on physical, roentgen ray, and 
electrocadiographic findings in the past 300 years), 
endocrine diseases of childhood, feeding problems in 
infancy and childhood, breast feeding, formulas, 
psychologic aspects of feeding problems in the pre- 
school child and in older children. 


BRING THE LADIES 


The Women’s Auxiliary to the Chicago Medical Society 
Clinical Conference Activities 


March 1, Tuesday — Registration 9 a.m. to 4 p.m. in 
Hospitality Room 

March 2, Wednesday — Tour of Merchandise Mart 
March 3, Thursday — Luncheon and Fashion Show 


at the Morrison Hotel 

The Women's Auxiliary to the Chicago Medical 
Society is happy to act as hostess during these clinical 
conference days. We look forward to entertaining you 
while your husbands are busy at meetings. Get your 
tickets for tours, luncheon, and television shows in the 
Hospital Room, Palmer House. Come and enjoy these 
days with us. 
Mrs. Charles W. Stigman, chairman, ladies’ activities, 
Mrs. W. J. Wanninger, co-chairman; Mrs. Joseph A. 
Cari, chairman, registration, Mrs. Sherman C. Arnold, 
co-chairman; Mrs. John M. Tindal, chairman, enter- 
tainment, Mrs. Richard E. Westland, co-chairman; 
Mrs. Roland Loring, chairman, luncheon and fashion 
show; and Mrs. Joseph Shanks, publicity 

< > 

Clinical reviews at Mayo 


The Mayo Clinic and Mayo Foundation for 
Medical Education and Research will present a 
program of lectures and discussions on problems 
of current interest in general medicine and sur- 
gery, April 4-6, at Rochester, Minn. 

Members of the American Academy of Gen- 
eral Practice and the College of General Prac- 
tice of Canada will receive 21 hours of category 
I credit for attendance. There will be no fee. 

Due to the limited number of physicians who 
can be accommodated, requests for reservations 
should be sent to the Clinical Review Committee, 
Mayo Clinic. 

< > 
Postgraduate course on fractures 


The Chicago Committee on Trauma of the 
American College of Surgeons will hold its 4th 
Postgraduate Course on Fractures and Other 
Trauma, April 27-30, at the John B. Murphy 
Memorial Auditorium, 50 East Erie Street, Chi- 
cago. 


Chieago’s five medical schools and leading 
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hospitals will provide speakers. There also will 
be speakers from other parts of the country. The 
registration fee will be $50; residents will be ad- 
nutted free. 

For further information, write to Dr. John J. 
Fahey, chairman, 1791 West Howard Street, 


Chicago 26. 


< > 
Eye, ear, throat meetings 


The Gill Memorial Eye, Ear, and Throat Hos- 
pital, Roanoke, Va., will hold its 33rd annual 
spring congress in ophthalmology and otolaryn- 
gology, April 4-9. Among the 17 guest speakers 
will be Dr. George E. Shambaugh Jr., Chicago. 

Further information may be had by writing to 
the superintendent, P. O. Box 1789, Roanoke. 

The West Virginia Academy of Ophthalmol- 
ogy and Otolaryngology will hold its annual 
meeting at the Greenbrier Hotel, White Sulphur 
Springs, W. Va., April 10-12. Among the guest 
speakers will be Dr. Oscar T. Becker, clinical 
professor of otolaryngology, University of Illi- 
nois College of Medicine. 

Further information may be had by writing 
to Dr. Albert C. Esposito, secretary, First Hunt- 
ington National Bank Building, Huntington 1, 
W. Va. 

< > 
Examination in ecbstetrics 


The American Board of Obstetrics and Gyne- 


cology will hold Part II examinations, oral and 
clinical, at the Edgewater Beach Hotel, Chic igo, 
April 11-16. Eligible candidates will be noti ied, 

The deadline for applications for 1961 e im- 
inations is August 1. These should be sent t 
Robert L. Faulkner, 2105 Adelbert Road, C 
land 6. 


. > 
Michigan clinical institute 


Practical application of medical advances vil] 
be considered at the 1960 Michigan Clinical In- 
stitute, to be held March 8-11 at the Sheraion- 
Cadillac Hotel, Detroit. The subjeets will in- 
clude cancer, trauma, juvenile delinquency, the 
heart and rheumatic fever, internal medicine, 
and obstetrics and gynecology. 

< > 
Awards for surgery research 


Two prizes of $300 each “for meritorious in- 
vestigation in some phase of surgery or in the 
allied specialties of surgery” will be awarded i 
i960 by the Woman’s Auxiliary of the Unit 
States Section, International College of Sur- 
geons. 

The competition is open to physicians who 
have completed their internship or a year of resi- 
deney within the last five vears. 

Further information may be had by writing to 
Dr. Horace E. Turner, ICS, 1516 Lake Shore 


Drive, Chicago 10. 
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AT THE EDITOR’S DESK 





7 is interesting to speculate how many stil- 
bestrolized chickens a menopausal woman 
would have to consume to be relieved of her hot 
flashes. She would become so sated with chicken, 
her flashes would be insignificant in comparison. 
Women are voters and Congress will need much 
more evidence than we have at present to show 
that estrogens in therapeutic doses in menopausal 
women induce cancer before they eliminate stil- 
bestrol from the pharmacopoeia. 

The majoritv of news releases reaching this 
desk during the past month came from govern- 
The 


and 


mental U.S. Department of 
Health, Welfare 


chronology relating to the use of diethylstil- 


agencies. 
Education, sent out a 
besterol in poultry and meat animals. It is typi- 
cal of the steps our food and drug administra- 
tion is taking to comply with the Food Additives 
Amendment of 1958 to the Federal Food, Drug, 
and Cosmetic Act. The following excerpts from 
this material demonstrate the problem: 

Diethvistilbestrol is a synthetic hormone-like 
substance with extrogenic or female hormone 
activity. 

In 1938 the Federal Food, Drug, and Cos- 
metie Act replaced the Federal Food and Drugs 
Act of 1906. The new law contained for the first 
time a requirement placing on drug manufac- 
turers the burden of proof to show that any new 
drug is safe before it is marketed [Section 505]. 
Under this requirement, a manufacturer of a new 
drug submits a new-drug application containing, 
among other things, reports of animal tests, clin- 
ical studies, or other research to show that the 
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drug will be safe under the proposed directions 
and If the evidence is con- 
vineing, the application is allowed to become ef- 
fective and the drug may be marketed. If the 
evidence of safety is not convincing. the applica- 


conditions of use. 


tion is denied, and marketing of the drug in in- 
terstate commerce is a violation of the law. This 
section of the law provides, however, that once 
a new-drug application has been made effective, 
the burden of proof shifts to the government to 
show that the drug is unsafe in an action to re- 
voke the application. 

In 1941, acting under the New Drug Section, 
the Food and Drug Administration permitted 11 
firms to begin marketing diethylstilbestrol for 
now widely used in 
medicine, subject to strict supervision by phy- 


clinical use. The drug is 


sicians. 

In May 1945, the FDA received the first ap- 
plications for the use of diethvlstilbestrol pellets 
in poultry. Directions called for implanting the 
pellet under the skin, at the base of the skull 
of poultry, so that any unabsorbed pellet residue 
would be removed with the head at the time of 
slaughter. This application became effective Jan- 
uary 30, 1947, after almost two years of study. 
It was known at that time that oral administra- 
tion of diethylstilbestrol had been shown to pro- 
duce cancer in test animals. However, at that 
time it was believed that no significant residues 
of the drug would remain in the edible tissues 
of the treated birds. Several additional applica- 
tions covering similar products and uses have 
been made effective. It is estimated that about 
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one per cent of the poultry going to market has 
been treated with diethylstilbestrol. 

In 1948, the Food and Drug Administration 
published a statement of policy in the Federal 
Register advising manufacturers of veterinary 
drugs that all new-drug applications for veterin- 
ary products intended to effect physiological 
changes in farm animals (i.e., to promote fatten- 
ing, increase milk or egg production, ete.) would 
have to include evidence that no residue would 
remain in human food products derived from 
treated animals. 

In 1950-51, a select committee of the House 
of Representatives, under the chairmanship of 
the Hon. James J. Delaney, conducted an in- 
vestigation of chemicals being used in foods. A 
representative of one of the manufacturers of 
diethylstilbestrol for implantation testified that 
evidence had been developed showing that min- 
ute amounts of diethylstilbestrol remain in the 
liver of treated birds. The residue was thought 
to be of the order of 20 to 40 parts per billion. 
Although interpretation of the data was ques- 
tionable, the amount of residue was considered, 
for all practical purposes, the same as zero. 
These data were submitted to the department as 
assurance that no residue would remain in the 
edible parts of the bird. There was conflicting 
testimony before the Delaney Committee regard- 
ing the safety to the consumer of diethylstil- 
bestrol-treated poultry. 

In 1954, an application was permitted to be- 
come effective for the marketing of diethvlstil- 
bestrol for addition to the feed of beef cattle. 
Evidence submitted with the application showed 
no detectable residues in the meat of the animals 
when the treated feed was withdrawn 48 hours 
prior to slaughter, as called for in the directions. 
Since then many similar applications have been 
made effective. All are based on absence of de- 
tectable residues in meat from the treated ani- 
mals. It is estimated that 80 to 85 per cent of 
heef cattle are fed now on feed containing die- 
thylstilbestrol. Commercial feeding and slaugh- 
tering practices are such that there is every rea- 
son to believe that directions for withdrawal of 
the medicated feeds at least 48 hours before 
slaughter are followed, and that the meat is 
free of detectable residues of diethylstilbestrol. 

In December, 1955 the FDA permitted the 
marketing of diethylstilbestrol pellets for im- 
plantation in the ear of beef cattle. Evidence 
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submitted showed that this use resulted in 
deiectable residues in meat of the treated 
mals. Directions for use, as specified in the 
plication, state that the ear is not to be use: 
food for man or animal. 

By 1957 a reliable method of assay for 
ethylstilbestrol in animal tissues was develo 
and the FDA applied this method to | 
whether the supposed zero levels actually 
heing achieved in cooked beef and poultry. 
residue was found in beef; but in treated ch 
ens, 20 to 30 parts per billion of residues \er 
found in the liver, and 35 to 100 parts per 
lion in the skin fat. When this evidence was ac 
cumulated in 1957, the Commissioner of Fi 
and Drugs posed the problem to his scientifi 
advisors whether it could be shown scientifically 
that these minute residue levels were unsafe. On 
the basis of evidence available at that time. he 
concluded that the new-drug applications could 
not be revoked. 

In 1957, the Council on Foods and Nutrition 
of the American Medical Association authorized 
publication of a report, “Estrogen Residues in 
Meat — Public Health Aspects” prepared by Dr. 
George M. Briggs of the Nutrition and Endo- 
crinology Division of the National Institutes of 
Health, and co-sponsored by the Nutrition Foun- 
dation, Ine. (J.A.M.A. 164:1473-6, July 27, 
1957). This report concluded that no hazard 
to man was presented by the administration of 
compounds with estrogenic activity to beef cattle 
and poultry to improve weight gains and_ feed 
efficiency. 

In 1957, the FDA permitted the marketing of 
diethylstilbestrol for addition to the feed of 


sheep, again under conditions that leave no resi- 


due in the meat. 

In September 1958 Congress enacted the Food 
Additives Amendment to the Federal Food, 
Drug, and Cosmetic Act, which requires pre- 
marketing safety clearance for food additives 
along the lines of the requirements established 
for new drugs by the 1938 Act. It places on the 
manufacturer the burden of proof of safety. 

Two special sections, however, are pertinent 
in this connection: 

1. The amendment provides, among other 
things, that “no regulation permitting the use of 
a food additive may be issued if a fair evaluation 
of the data before the Secretary fails to establish 
that the proposed use of the food additive, under 
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the -onditions of use to be specified in the reg- 
ulation, will be safe: Provided, that no additive 
shal! be deemed to be safe if it is found to induce 
cancer When ingested by man or animal, or if it 
is found, after tests appropriate for the evalua- 
tion of the safety of food additives, to induce 
cancer 1 Man or animal.” 

2. The law exempts from the definition of a 
food additive, “any substance used in accordance 
with a sanction or approval granted prior to the 
enactment of this paragraph pursuant to this 
Act.” 

Thus under this latter provision a product 
previously permitted under a new — drug appli- 
eation is not a food additive; and in any revoca- 
tion of a new drug application the burden of 
proof shifts to the government, which must then 
show the product unsafe. 

In May 1959, the FDA published in the Fed- 
eral Register a statement of policy in which it 
interpreted the first of the sections quoted above 
as prohibiting it from making effective any fur- 
ther applications for the addition to animal feed 


or anv use which leaves residues in human food 


of any drugs that produce cancer in man or ani- 
mal when ingested. All prior sanctions for such 
substances would be reviewed, and if it were con- 
cluded that revocation of new-drug applications 
would be required in the proper administration 
of the Federal Food, Drug, and Cosmetic Act, 
appropriate action would be taken. 

The food and drug industries have been 
shaken by the Delaney clause of the Food Addi- 
tives Amendment (1958) of the Federal Food. 
Drug. and Cosmetic Act “no (food) additive 
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shall be deemed to be safe if it is found to in- 
duce cancer when ingested by man or animal. All 
additives from the weed killer used in cranberry 
production to the pigments used in coloring vita- 
min capsules and lipstick are included. 

The government’s attitude toward substances 
that might cause cancer is described by Secretary 
Arthur S. Flemming: ‘““No one knows how much 
or how little of a substance that induces cancer 
in an animal — when included in the diet — 
is necessary to induce cancer in man. Some peo- 
ple take issue with that statement... . I think 
it is perfectly all right for scientists and peo- 
ple in the medical profession to argue about 
that question. But our point is that while the 
argument is going on, the consumer should not 
in effect be asked to serve as a guinea pig.” 

The present agricultural use of stilbestrol, ac- 
cording to Flemming is in “the raising of beef 
cattle, either as an addition to cattle feed or as 
pellets implanted in the ears of cattle.” No resi- 
dues are found in beef, mutton, or lamb, even 
though 80-85 per cent of beef receive the hor- 
mone in feed. 

Approximately one per cent of the chickens 
grown in this country have received stilbestrol 
and residues of the hormone are found in the 
skin, livers, and kidneys of the slaughtered birds. 
None was found in the white or dark meats. 
Nevertheless, the manufacturers of stilbestrol 
and representatives of the poultry industry have 
agreed to discontinue its use. This is a voluntary 
action and the secretary wants it known that 
consumers can buy meat and poultry with full 
confidence in their safety and wholesomeness. 





NEWS of the STATE 





COOK 


Honorep. Dr. Edwin F. 
pathologist, Presbyterian-St. Luke’s Hospital, 
and chairman of our editorial board was awarded 
the George Howell Coleman Medal of the Insti- 
tute of Medicine of Chicago for “outstanding 
contributions to the welfare of the community 
above and beyond the practice of his profession.” 
Dr. Hirsch has led the movement to improve the 
operation of the coroner system in Illinois. 

Cancer Stupy. Dr. Emil H. Grubbe, interna- 
tionally noted Chicago physician who has had 
93 operations for cancerous burns suffered more 
than 50 years ago when he pioneered in using 
X-rays for human therapy allocated the bulk of 
his estate to cancer researchers at the University 
of Chicago. The gift, valued at $157,992 in 
bonds, stocks, and mutual fund holdings is in the 
form of a trust. Dr. Grubbe will receive the net 
income from the assets during his lifetime, after 
which the estate becomes the property of the uni- 
versity. 

CirsicaL CONFERENCE. The Chicago Oph- 
thalmological Society held its annual clinical 
conference February 12 and 13 in Chicago. The 
guest speakers included Drs. Walter S. Atkin- 
son, Watertown, N.Y.; Gilbert Baum, Port 
Chester, N.Y.; James Bennett, Cleveland, Ohio; 
Paul Cibis, St. Louis, Mo.; Robert Hollenhorst, 
Rochester, Minn.; Isaac Tassman, Philadelphia: 
and Bertha A. Klien, Peter C. Kronfeld, Oscar 
Sugar, and Derrick T. Vail of Chicago. The sub- 


116 


Hirsch, consulting 


jects included a symposium on retinal disorders, 
ophthalmodynamometry in intracranial vascular 
disease, observation on cataract surgery, ultra- 
sonography in clinical ophthalmology, photo- 
coagulation of iris and retina, a new surgical ap- 
proach to lacrimation problems, and a neuro- 
surgeon looks at ophthalmology. 

AnnvuAL Lecture. The second annual Nel-on 
M. Perey lecture was given under the auspices 
of the Nelson M. Perey Research Foundation 
Jan. 15 in the auditorium of the Augustana 
Hospital. Dr. Erwin R. Schmidt, professor of 
surgery and head of the department of surgery, 
“Thirty 


Years’ Experience with Surgical Anesthesia.” 


University of Wisconsin, spoke on 

Frorma Lectures. Dr. Maurice H. Cottle, 
professor of rhinology and otolaryngology at the 
Chicago Medical School, presented three lectures 
at the Florida Midwinter Seminar in Ophthal- 
mology and Otolaryngology at Miami: “Pre- 
A New 
Operation,” “Surgery for Atrophic Rhinitis and 
and “Pressure and Flow 


maxilla Approach to Septum Surgery 


Septum Perforations,” 
Pressure Testing of Nasal Function — Correla- 
tion with Nasal Surgery.” 

JANUARY Society MEETING ProGrams. Chi- 
cago Orthopaedic Society — Drs. Edward A. 
Millar and Arthur R. Colwell, Jr.: “Rehabili- 
tation of Juvenile Rheumatoid Arthritis,” and 
Dr. Hampar Kelikian: “Surgical Lesions Simu- 
lating Arthritis.” This meeting was held jointly 
with the Chicago Rheumatism Society. 
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Chicago Rheumatism Society — Dr. Frank R. 
Schinid: “Clinical Implications of Abnormal 
Serum Globulins in Rheumatic Diseases,” and 
Dr. Leif Sorensen: “The Pathogenesis of Gout.” 

Metropolitan Chicago Chapter of the Ameri- 
panel symposium : 


can College of Surgeons 
“Peptic Uleer.” Dr. Walter C. Alvarez was mod- 
erator, and the panelists were Drs. Henry K. 
Ransom, professor of surgery and surgeon Uni- 
versity of Michigan Hospital, Ann Arbor; Wal- 
Palmer, Richard T. 
Chicago; Chester C. 


ter LL. Crane professor of 
medicine, University of 
Guy, clinical professor of surgery, University of 
[!inois; and Irving Stein, Jr., assistant pro- 
fessor of surgery, Northwestern University Med- 
ical School. 


- Dr. John K. 


Lattimer, professor of urology, Columbia Uni- 


Chicago Urological Society 


versity College of Physicians and Surgeons: 
“Tuberculosis of the Genitourinary Tract.” 
Society of Medical History of Chicago — Dr. 
Samuel M. Bluefarb, associate professor of der- 
matology, Medical 


School: “History of Dermatology on Postage 


Northwestern University 
Stamps,” and Dr. Samuel J. Zakon, professor of 
dermatology, Northwestern University Medical 
School: “Maimonides.” 

Chicago Surgical Society Drs. A. Mever 
and 1). Kozoll: “Factors Influencing the Inci- 
dence and Mortality of Acute Perforated Gas- 
troduodenal Uleers;” Drs. A. Stemmer and E. 
Adams: “Incidence of Carcinoma at the Esopha- 
gogastric Junction in Short Esophagus :” Drs. 
S. J. Fogelson, C. R. Jackson, W. J. Noreross, 
and C. C. Guy: “Repair of Tissue Deficient 
Hernias by Aortic Implants:” and Drs. Robert 
P. Hohf and George C. Sutton: “The Experi- 
mental Use of a Vasopressor at the End of 
Temporary Aortic Occlusion.” 

Chicago Gynecological Society Dr. John 
W. Huffman: “Diagnostic Problems in Pediatric 
(vnecology,” and Dr. Michael P. MacLaverty: 
“Prolapse of the Umbilical Cord: A Study of 
110 Cases.” 

MemoriaL Lecture. The 1960 annual D. J. 
Davis Memorial Lecture on Medical History will 
be given at 1:00 p.m., March 30 in Room 221 of 
the Dental-Medical-Pharmacy Building of the 
University of Illinois, 1853 West Polk Street, 
Chicago. The lecturer will be Dr. Barry J. 
Anson, chairman and Robert Laughlin Rea pro- 
fessor, department of anatomy, Northwestern 
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University Medical School. His subject will be 
“Medieval Medicine: Pre-Christian Fabric and 
Present Day Remnants.” 


DEKALB 

Meetine. Dr. John W. Sheagren, instructor 
in medicine, University of Illinois College of 
Medicine spoke on “Understanding Emotional 
Iliness.” at the January meeting of the De Kalb 


County Medical Society. 


HENRY 


MeetinG. Dr. Thomas W. Carter, member of 
staffs of Lutheran and Public Hospitals in Mo- 
line and St. Anthony’s, Rock Island, spoke on 
“Peripheral Vascular Surgical Emergencies,” at 
the January meeting of the Henry County Medi- 
cal Society. 

JEFFERSON 

CELEBRATION. More than 200 grade school 
students sang “Happy Birthday Dr. Andy” on 
January 8 in Mt. Vernon. It was a surprise 
party for Dr. Andy Hall on his 95th birthday. 
He was brought to Eugene Field School where a 
school board member announced the new name 
~~ Dr. Andy Hall School. 


LAKE 


MeetinG. Mr. P. M. O'Connell, executive di- 
rector, Lake County Safety Commission, spoke 
on “The Activities of the Lake County Safety 
Commission in Highway Safety,” at the January 
meeting of the Lake County Medical Society. 
Newly elected officers for the Society are: C. J. 
Foley, president elect: William E. Looby, vice 
president: Albert Behn, secretary; John Curns, 


treasurer, 
LASALLE 


Meetina. Dr. John J. Brosnan, assistant clin- 
ical professor of surgery, Stritch School of Medi- 
cine of Loyola University, spoke on “Fungous 
Diseases of the Chest,” at the January meeting 
of the LaSalle County Medical Society. 


MCDONOUGH 


MeetineG. Attorney Albert Scott, Canton, as- 
sociate counsel, ISMS, spoke on “What the 
Forand Bill Means to You,” at the January 
meeting of the McDonough County Medical So- 


ciety. 









PEORIA 


MeetinG. Mr. Walter Oblinger, assistant leg- 
islative council for the ISMS spoke on the 
“Program of Action for County Medical So- 
cieties Relating to the Forand Bill,” at the Jan- 
uary meeting of the Peoria Medical Society. 


ROCK ISLAND 


MeetinG. Dr. Robert Jones, department of 
anesthesia, Mayo Clinic, spoke at the January 
meeting of the Rock Island County Medical So- 


cicty. 
SANGAMON 


MeetinG. Dr. J. A. Stocker spoke on “Some 
Observations on Histoplasmosis,” at the Janu- 
ary meting of the Sangamon County Medical 
Society. Also at this meeting, the annual me- 
morial service was conducted by Reverend John 
W. Collins. 


ST. CLAIR 


MEETING. The St. Clair County Medical So- 
ciety held its executive board meeting in January. 


VERMILION 


Meetinc. Dr. Kenneth C. Johnston, associate 


professor of bronchoesophagology, University of 
Illinois College of Medicine, spoke on “Respira- 
at the January meet- 


tory Tract Emergencies,” 
ing of the Vermilion County Medical Society. 
The 1960 Society officers are: J. S. Curtis, pres- 
ident; A. J. Rarick, vice president; L. W. Tan- 
ner, secretary-treasurer. 


WHITESIDE 


APPOINTMENT. Dr. Robert Fielding, Sterling, 
has been appointed to the Advisory Board of the 
Institute for Juvenile Research. 


WOODFORD 

MEETING. Attorney Albert Scott spoke on the 
“Forand Bill,” at the January meeting of the 
Woodford County Medical Society. 


GENERAL 


New HeattH Cuier. Dr. Leroy Fatherree, 
Champaign, president of the American Associa- 
tion of Public Health Physicians, was appointed 
state director of public health by Governor Strat- 
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ton. He will succeed Dr. Roland R. Cross, « iree- 
tor for 19 years, who died November 28 Dr, 
Fatherree is a Mississippian, a graduate 0 the 
University of ‘Tennessee and Harvard Unive. sity, 
and has headed public health departmen)< of 
Little Rock, Ark., Lincoln and Omaha, \eb,. 
and Joliet. Dr. Roger Francis Sondag of \[ur- 
physboro was named assistant director. Ho js 
the public health department’s regional 0//icer 
for southern Illinois. 


COLLEGE Heap. Dr. John Paul North wil! be- 
come director of the American College of Sur- 
geons effective Jan. 31, 1961. He will succeed 
Ir. Paul R. Hawley, who has been director of 
the college, 40 E. Erie, Chicago, since 1950. 
SoutH America. Dr. Tibor Benedek, editor- 
in-chief of Mycopathologia et Mycologia Appli- 
cata; associate clinical professor of dermatology, 
Stritch School of Medicine of Loyola University, 
was an official guest of the Venezuelan Society 
of Tuberculosis. He participated in the delibera- 
tions and discussions on “Systemic Mycoses of 
the Lungs,” which covered the second half of 
the convention held at Valencia, Venezuela. 


“Your HeEAttTH Comes First” over Rapto 


Cuicaco WJIJID: 
February 24 at 6:45 p.m. 
Northwestern 


Donald I. Bell as- 
sociate in medicine, University 
Medical School, will discuss “Diabetes.” 

This is a public service program sponsored by 
the Illinois State Medical Society in co-operation 


with Radio Chicago WJJD. 


SPEAKERS’ BUREAU ACTIVITIES 


January 13, 1960 
Thomas W. Carter, member of staffs 
Publie Hospitals, 


Date: 

Speaker: 
of Lutheran and 
Moline 

Topic: Peripheral Vascular Surgical Emer- 

gencies 

Medical 


Henry County Society in 


Kewanee 


January 14, 1960 

John J. Brosnan, assistant clinical 
professor of surgery, Stritch School 
of Medicine of Loyola University 
Fungus Diseases of the Chest 
LaSalle County Medical Society in 
Ottawa 


Date: 


Speaker : 


Topte: 
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January 21, 1960 
Jack Weinberg, clinical associate pro- 
fessor of psychiatry, University of I]- 


Date: 


Spea er: 


linois College of Medicine 
Psychological Dynamics of Aging 
Knox Medical Society in 
Galesburg 


Topic: 
County 


Date: 


Spea hers 


January 21, 1960 

H. Worley Kendell, Medical Director, 
Institute of Physical Medicine and 
Rehabilitatien, Peoria 

Organization and Goals of the Re- 
habilitation Center, Whiteside-Lee 
County Medical Societies in Sterling 


Topre: 


was chief radiologist at St. Mary, of Nazareth 
Hospital since 1921 and had been a member of 
the staff for 39 years. He had served as past 
president of St. Mary’s staff, and was a faculty 
member of Loyola University School of Medi- 
cine from 1938 to 1942. 

Tracy Hamitron Cuark, retired, Chicago, 
who graduated at Northwestern University Med- 
ical School in 1898, died December 29, aged 87. 
He had practiced medicine in the Ravenswood 
area for 46 years before his retirement 15 years 


ago. 

Exuiorr S. Denney*, Aurora, who graduated 
at Harvard Medical School in 1920, died Decem- 
ber 23, aged 67. He was a member of the staff of 


Copley Memorial Hospital and a former chief 


a: Date: February 8, 1960 
sale Speaker: Charles I. Fisher, associate in medi- of staff. He was also health director of Moose- 
PPS cine, Northwestern University Medi- heart, a school and orphanage near Aurora 


dlogy, 


operated by the Moose lodge, and Moosehaven, a 


cal School 
home for elderly persons living at Orlanda, Fla. 


TSIty, 


W1ety 


ibera- 


es Of 


ADIO 


| as- 
Tsity 


d by 
ition 


Topic: High Blood Pressure 
Ner 


Chicago 


Tamid Golden Age Club- in 


Date: 
Speaker : 


March 5, 1960 
Thomas F. Kruchek, 


ant in psychiatry, Stritch School of 


clinical assist- 
Medicine of Loyola University 
Psychiatry and Religion 

Pearl Franklin Hadassah in Chicago 


Topic: 


March 16, 1960 

Lawrence Breslow, clinical assistant 
professor of pediatrics, University of 
Illinois College of Medicine 

Problems of Teen-age Children 
Skokie Chapter City of Hope in 
Ivanston 


Date: 
Speaker : 


Topic: 


March 17, 1960 

Fred P. Long, Director, Peoria and 
Peoria County Health Department 
Peoria City and 


Date: 
Speaker : 


Programs of the 
County Health Department, Stephen- 
son County Medical Society in Free- 


Topic: 


port 


DEATHS 

Finis E. Barnes, Charleston, who graduated 
ai the American Medical College, St. Louis, in 
1903, died September 30, aged 86. 

CHESTER JOHN CHALLENGER*, Park Ridge, 
who graduated at Dearborn Medical College in 
Chicago in 1906, died December 29, aged 76. He 
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Lee L. Dennison, Lake Fork, who graduated 
at Louisville Medical College in 189%, died re- 
cently, aged 93. 

RotLazE Dean Fixcu*, Flora, who graduated 
at St. Louis University School of Medicine in 
1912, died September 22, aged 72. He was a 
member of the staff of the Clay County Hos- 
pital. 

CHARLES E, FranKLIN*, Oak Park, who 
graduated at the University of Cincinnati College 
of Medicine in 1930, died January 6, aged 55. 
He was a past president of the Oak Park Hos- 
pital staff and of the Aux Plaines Branch of the 
Chicago Medical Society. 

RicHarp S. Grant*, retired, Chicago, who 
graduated at Meharry Medical College in 1904, 
died December 31, aged 85. He was a former 
president of the National Association for the 
Advancement of Colored People in Rockford, 
where he had been active in civie affairs, until 
he retired five vears ago and moved to Chicago. 

Seymour D. GutTen*, Chicago, who gradu- 
ated at the Chicago Medical School in 1946, died 
December 15, aged 41. He was a member of the 
staff of Edgewater Hospital. 

Frank Hepa*, Chicago, who graduated at 
Lovola University School of Medicine in 1916, 
died December 15, aged 68. He was a charter 
member and director of Roseland Community 
Hospital, and a past president of the Calumet 
Branch of the Chicago Medical Society. 


“Indicates member of the Illinois State Medical Society. 





Roy M. Houman*, Chicago, who graduated 
at Rush Medical College in 1931, died December 


23 while driving his car. He was a member of 


the staff of the Evangelical Hospital, aged 53. 
JASPER M. JameEs*, Henning, who graduated 
at Washington University School of Medicine, 
St. Louis, in 1905, died Nov. 20, aged 83. 
Frank C, Leemina*, Chicago, who graduated 
at the University of Louisville School of Medi- 
cine in 1921, died January 10, aged 66. He was 
former chief of staff at Little Company of Mary 
Hospital and co-chairman of its pediatrics de- 
partment. He was formerly a member of the 
faculty of Loyola University School of Medicine. 
JosHUA MaGipson*, Chicago, who graduated 
at the Chicago Medical School in 1951, died 
December 23, aged 38. He was a member of the 
staff of the Field Clinic, and instructor in medi- 
cine at Northwestern University Medical School. 
Wittiam J. MULHOLLAND*, who 
graduated at the University of Illinois College 
of Medicine in 1916, died December 22, 


He was a member of the staff of St. Bernard’s 


Chicago, 
aged 71. 


Hospital. 

THEODORE 8. Lake 
graduated at the Hahnemann Medica! College 
and Hospital in 1904, died December 16, 
78. He had practiced medicine in Lake Forest 


PROX MIRE*, Forest, who 


aged 


for 55 years, and was for many years c! ief of 
staff at Lake Forest Hospital. During  Vorld 
War I he commanded the Army general hy spital 
at Fort Sheridan. He was founder and d. rector 
of Lake County Tuberculosis Sanitarium, Way. 
chool 
T of 


kegan, and a director of the Allendale 
for Boys in Lake Villa. He was the fat 
Sen. William KE. Proxmire (D-Wis.). 
RatpH H. Scu..*, 
graduated at Rush Medical College in 192: 


who 
died 


retired, Chicago, 


December 16, aged 62: He was former head of 
the department of dermatology at Rush. 


FreDERICK L. Strers*, East Peoria, who 
graduated at Washington University School of 
Medicine, St. 1903, 
aged 81. 

Kari H. Frederick, 
Chicago until 1954, who graduated at Johns 
Hopkins University School of Medicine in 1918, 
died December 23 in Chicago Wesley Memorial 


Louis, in died recently, 


TANNENBAUM, 


Hospital, aged 67. He was formerly a. staff 
Luke’s Tlospital and taught at 
Northwestern University Medical School, 

JoHn T. Weap*, Wyoming, who graduated at 


member of St. 


the University of Illinois College of Medicine in 


1924, died recently, aged 63. 


Indicates member of the Illinois State Medical Society, 
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